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T HE type of practice of an internist today 

varies widely depending upon his location 
and hospital affiliations. In a time of increasing 
specialization, his position in a medical com- 
munity of what is becoming mainly specialists 
is in a state of flux. This is most apparent in 
smaller communities where an internist, prac- 
ticing either alone or with a group, not only 
has a different status but encounters patients 
who differ from those seen in larger teaching 
centers or by metropolitan consultants. 

We felt that an analysis of consecutive hos- 
pital admissions by internists practicing in such 
circumstances would illustrate our growing pro- 
minence in the role of family physicians and 
also would provide some significant and rela- 
tively unknown information concerning the inci- 
dence of disease in an unscreened population. 

We practice as an informal group of six men 
consisting of three internists, a surgeon, a pedia- 
trician, and an obstetrician — and the bulk of 
our practice is referred from patients. 

Such a survey conducted by three men has 
more validity than a similar study conducted by 
one man, since the combination of data derived 
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from the three practices tends to eliminate 
personal bias or error derived from one prac- 
tice alone; all three series were in basic agree- 
ment on all points. During the greater part 
of this study, there were no interns in any 
Decatur hospital; consequently, any physician 
in a hospital at the time covered the emer- 
gency room. The majority of the obviously non- 
medical admissions were admitted through this 
means. T'o delete these admissions would mili- 
tate against the accuracy of our presentation of 
a smaller community practice. 

At the time the patient was discharged and 
the hospital chart completed, the basic card 
for this study was initiated. Decatur, a city of 
70,000, has two general hospitals, and all Deca- 
tur physicians are members of both staffs. Hos- 
pital patient folders contain all hospital admis- 
sions. If time had clarified an initial impres- 
sion, or if subsequent admission by another 
physician had changed our initial diagnosis we 
were able to correct our diagnosis on the card. 
This survey covers approximately eight man- 
years (WTC 1951-56), LJH (1954-56), CLY 
(1954-1956), and includes 854 different pa- 
tients in the 1108 patient admissions. For all 
the patients, we have a two month follow-up; 
for approximately two-thirds, an eight month 
follow-up; and for one-half of the patients we 
have a year’s follow-up. 
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There was a preponderance of women in our 
hospital admissions. In the total series there 
were 655 women (659.1%). and 453 men 
(40.9%). This compares favorably with our 
previously described incidence of 65.5% women 
in our series of house calls.* The age breakdown 
of the patient admissions illustrated the impor- 
tance of geriatric medicine as over one-third of 
the hospital admissions were 60 or over. By 
decades, the patient admissions were grouped as 
follows: Age to 9 years: 10 admissions (0.9%) ; 
10-19: 44 (3.1%) ; 20-29: 128 (11.6%) ; 30-39: 
164 (14.8%) ; 40-49: 182 (16.4%) ; 50-59: 176 
(15.9%) ; 60-69: 181 (16.3%); and over 70: 
223 (20.1%). 

The next category illustrates a group of 
patients not always synonymous with the geria- 
tric group but which, with it, contributes a 
problem of steadily growing incidence and im- 
portance. These are the hospital patients who 
are receiving some form of public assistance. 
In Illinois, this includes those receiving aid 
on local township relief as well as those who 
are receiving aid on a state level from Aid to 
Dependent Children, Aid to the Blind, Disa- 
bility, Rehabilitation, Old Age Assistance, or 
similar programs. For purposes of this study, 
all such recipients were placed in the same 
group. This group, comprising 267 admissions 
(24.1%) of total admissions, was character- 
ized by a high re-admission rate as one patient 
appeared 12 times in our statistics under various 
guises. There were 174 patients who made up 
these 267 admissions. Their average hospital 
stay was 10.9 days as compared to the private 
stay of 7.5 days. This, however, is not corrected 
for their difference in age and in disease. 

We separated our admissions into two groups: 
those who for various reasons were admitted 
the same day were placed in the emergency 
group, and those who could be scheduled ahead 
routine admissions. In the 
378 admissions 


were counted as 
emergency admissions 
(34.2%) and in the routine admissions were 730 
admissions (66.8%). The emergency group 
could be further divided into those admitted be- 
tween 8 A.M. and 4 P.M.: 178 admissions (49. 
7%) and between 4 P.M. and midnight: 143 ad- 
missions (37.8%), and those admitted between 
midnight and 8 A.M.: 57 admissions (12.5%). 
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TABLE 1: DAYS OF HOSPITALIZATION 








Days Patient Admissions Days Patient Admissions 
1 102 24 7 
2 100 25 5 
3 120 26 8 
4 128 Pah 3 
5 108 28 + 
6 70 29 2 
7 81 30 + 
8 56 31 1 
9 47 32 Z 
10 51 33 1 
11 28 34 5 
12 18 35 3 
13 32 40 2 
14 13 41 1 
15 21 42 3 
16 20 43 2 
17 16 48 1 
18 10 52 1 
19 8 53 1 
20 4 af 1 
21 6 78 1 
22 2 85 2 
23 4 95 1 





The length of the hospital stay was deter- 
mined, and for more than half the patients this 
was 5 days or less. These hospital days are listed 
in Table One. 

Such a large group of patient admissions 
contained many diagnostic and therapeutic prob- 
lems, and in 395 (35.6%) we felt obliged to seek 
other opinions. There were a total of 412 con- 
sultations as a few of the patients were seen by 
more than one consultant. Surgical consultation 
was by far the most important, being obtained 
in 203 occasions. Other consultations were ortho- 
pedic-58; urological-45; neuro-psychiatric-32 ; 
gynecological-19: medical-16; neurological-12; 
otolargynogical-11; dermatologic-6 ; pediatric-5 ; 
obstetrical-3 ; and dental-2. 

An internist is closely identified with cardio- 
logy and in a teaching center this may be an 
important factor in the bulk of his hospital 
admissions. However, in 782 (70.6%) patient 
admissions, an electrocardiogram was neither 
an integral nor a necessary part of the diag- 
nostic workup; consequently, it was not ordered. 
In 326 (29.4%) patient admissions for whom 
an electrocardiogram was thought to be neces- 
sary and was ordered, a basic abnormality was 
present in 190 (58.3%). The use of X-rays 
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TABLE 2 
58 DIFFERENT DIAGNOSTIC ENTITIES 
OCCURRING 5 TIMES OR MORE 








(Parentheses refer to corrected number of patients) 


Congestive Heart Failure ................ 
Arteriosclerotic, coronary heart 


CEBASO ig Siero hia oS Midkeells 66 (33) 
Mitral stenosis ..........0.00. -. - @) 
OEIC SLONOCIS (6.5. 5c 0154.5 cow bens Su. -€2) 
Eypertensivé .......0ss0ces08- & ©) 
Coarctation of the aorta ...... Cn) 
Aortic Insufficiency .......... ye Gb) 

Nao secit rs ass es sae he ri ere a 
Minmiety: States <6 ices acsicitien sateen 50 (49) 
Predominantly hyperventilation 

SUMORORDS: 58s; oc01056-4.0)5: di 0:5 s05 510 &. A) 
Mixed neuroses .............- 14 «6(S) 
Reactive depression .......... y ee 7) 


Irritable Bowel Syndrome ...............- 
OEIC MOGEES pia ciaonayiix stelererael Sisajers erections! ais 
Uncomplicated duodenal ulcer . 48 (48) 


Perforated duodenal ulcer .... 8 (8) 
Bleeding duodenal ulcer ...... t “@) 
Uncomplicated gastric ulcer .. 8 (8) 


Cholecystitis, acute and chronic ........... 
Myocardial IDISGASC! sicic:s.0-015:< 020) s):0 81533: <5 eee 


Myocardial infarction ........ 32 31) 
Coronary insufficiency without 
GCOIESIOR) ...oscimnescceunsew es 8 (8) 


Cerebrovascular accidents of all types .... 
Pneumonia OF all t¥PeS*6..5-.00.06 0<ci0 00: 


HG MEREGTIGIONR Sierras sierelela oie os ois sierene rele 
IVCODIASIG: be. 5-5.5<0:<:5)6.0 (SRT ene 
other than leukemia .......... 26 (18) 
NGURGCINAY Soca ceas retin cers e.« 6 (5) 


ene ele GERAMID, clos alc se ties aceon vce wees 
Bronchitis, acute and chronic ............. 
OSS orp oy ioscan esa nae Sew Ages eee wees 
Diabetic acidosis ............. Se 7G) 
Diabetes without impending 
GON ANS coat oesrorn eh cners cresie oevacine.e/s 20 (18) 
CONGUERIOGE Fire colic scat cexerceernceren'sdas's 
Rheumatoid) AStheitiS . csc6660ce ce esecssiccs 
RAGHURE> <2. cscenies ATR He 
1710) AMS oem an Aer ter enviar oremyar ters 5 (4) 
OUD eerste aserscainlo-Ginla/ecckore soersinls 8 (8) 
Upper respiratory infection .............. 
ronehidlicaSthitin: cade a seaas ces scscais 
IMNOHEAGIC SLOUERD (cose s-0'-cdid card e sialay Sere gens 
PICONONSE ©.aisdoos ses de estenss ee 
SACKED Ss CIEPHOGIS? o5.450)<. dale: o steel oes series 
Recon tlnlestinay <. ys ch taG ors oe sroni ine aero eins aes: 
Gastroenteritis (all kinds) ............... 
UNOCICORIS: CISCASE ae coc es eens v.oi0'e cis scons 
Carbon monoxide poisoning .............. 
msychosis Of all Kinds: 2. .....0scsceeccees 
at a] co 2 
CON ER en eer ee emer ert reer 
Bleriing iMatiininll <«sasacrec sc seyseramae oo ies oa 
Pyelonephritis, acute and chronic ......... 
Brostatistte sarc. ws een Genie nent 
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89 


79 


67 
65 


(47) 


(68) 


(62) 
(65) 


(35) 
(39) 


(33) 
(29) 
(26) 
(23) 


(30) 
(25) 
(23) 


(18) 
(11) 
(12) 


(11) 
(6) 
(8) 

(10) 
(7) 
(8) 
(7) 
(3) 
(8) 
(7) 
(7) 
(7) 
(7) 
(7) 
(7) 


Relaxed pelvic floor «2.0.22. ccsecdscce sae 7 (6) 


Ruptured intervertebral disk .............. 7 (7) 
CUAMIM coc chad as cee de se Haare eae 6 (6) 
GOH So cco we wae aercucvecenuaraceeeennens 6 (4) 
Obstruction, secondary to adhesion ........ 6 (2) 
Olatasiasthwitise 28 Salas nee ata woe eee G<. '¢5) 
"ROMGUMEES cade ee ccvingdecae clemncavee eae 6 (6) 
Phrombopnlebitis: «x. s:<56ds ce cca s coresscte 6 (6) 
Pelvic inflammatory disease .............. 6 (6) 
Nénale SOME? .. cs ca cc cwoe ener tere 6 (6) 
SRS iia card ue skein re dca we adore noes 5- -€5) 
BewensieuitiGd > ies cdvscxecabecanoueca sees S.-C) 

863 (720) 





was more extensive-and, excluding chest films 
which were a part of the admitting routine at 
both hospitals, some form of X-ray examina- 
tion was used on 568 patients (51.2%). In 
841 patient admissions, the type of X-ray was 
checked, and most frequent ones were: gastro- 
intestinal and gallbladder series-110; spine-56 ; 
stomach alone-44; colon alone-43;  skull-36; 
pyelograms (both intravenous and retrograde)- 
34; gallbladder alone-30; flat plate of the abdo- 
men-27, and pelvis-18. X-ray of the gastro-in- 
testinal tract obtained singly or in combination 
comprised 227. 

An internist may see a bewildering array of 
psycho-somatic complaints; an attempt was 
made to determine the relative predominance 
of organic and functional disease in this series. 
We felt that the disease was predominanly or- 
ganic in 870 patient admissions (78.5%), func- 
tional in 150 patient admissions (13.5%), and 
undecided in 88 patient admissions (8.0%). 

An effort was made to evaluate the response 
to our therapeutic efforts. In the series of 1108 
patient admissions, 972 (87.7%) .were dis- 
charged as improved. There were 82 (7.4%) 
whose status was unchanged at the time of dis- 
charge. This group included persons who were 
admitted overnight for observation, patients who 
left against advice, therapeutic failures, and 
patients who were admitted primarily for 
diagnostic studies. In the main, this last group 
was admitted in good faith for a better prepara- 
tion for a series of gastrointestinal X-rays 
than would have been possible in the home. This 
latter group also formed the basis for some inter- 
esting correspondence with insurance companies. 
Who pays for this variety of hospitalization is 
beyond the scope of this report. There were 44 
such admissions (3.9%). We are unaware of 
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any similar statistical studies and we feel that 
such a group carries an importance far beyond 
its numbers, and that such studies are important 
to establish an actuarial basis for insurance 
premiums. In the entire group there were 54 
deaths (4.9%). 

There were 244 different diagnostic entities 
in 1,108 patient admissions, illustrating the wide 
sweep of internal medicine as practiced in our 
clinic. Of these—58 diagnostic entities occurred 
five times or more—and these 58 entities com- 
prised 862 of the patient admissions. These 
entities appear in Table Two. Disease entities 
occurring less than five times were not of 
enough statistical validity to be included in this 
report. For the basis of this report, each patient 
admission was considered to be on the basis of 
one diagnostic entity. In the majority of cases, 
the primary diagnosis could be established with 
certainty but in a few, the decision was diffi- 
cult and almost artificial. For instance, only 
three patients were involved in eight admissions 
for Addison’s disease and one patient was ad- 
mitted five times, but in each admission Ad- 
dison’s disease was considered to be the pri- 
mary cause for the hospitalization. As might be 
expected, congestive heart failure was the most 
common cause for hospitalization; it was also 
characterized by the highest re-admission rate. 
We were surprised that the irritable bowel syn- 
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Not always The. 

In my opinion, in none of these diseases (Bes- 
nier-Boeck, chronic discoid lupus erythematosus, 
and granuloma annulare), has the tuberculous 
etiology been confirmed or ever made plausible. 
Indeed, feeble arguments can be adduced but 
these are not very convincing and, on top of 
that, often hold good only for too few cases, on 
the grounds of which general assumptions are 
made too easily. A mistake in clinical diagnos- 
tics or in laboratory experiments, the use of con- 
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drome ranked third in this group as a cause for 
hospitalization; practically all in this group 
received a complete gastro-intestinal X-ray 
series, and in most, a proctoscopic examination 
in addition. Diabetes was the primary cause for 
hospitalization in only 25 admissions; it contri- 
buted to a far more important group numeri- 
cally. Leukemia was a relatively common cause 
of hospitalization and an even more common 
cause of death. Outside the leukemias, there 
were only 26 neoplasms in this group of patient 
admissions ; this is a disconcertingly small num- 
ber in such a large series. However, through 
follow-up studies as already listed, we do not 
feel that we have missed a significant number 
or that enough of our initial impressions will 
have to be changed to make much of a statistical 
difference. The relatively high percentage of 
carbon monoxide poisoning is misleading since 
it arose when one of us was pressed into service 
via the emergency room to treat a busload of 
stricken baseball players. We were able to limit 
the diagnosis of yo-yo disease to 8 (0.7%). 
CONCLUSION 
The practice of an internist in a group clinic 
in a smaller community is discussed through the 
analysis of 1,108 hospital medical admissions 
of 854 patients as to sex, age, time of admissions, 
type of patient, diagnostic tests, response to 
therapy, and diagnosis. 
146 N. Westlawn 
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cepts that are too theoretical and often unjusti- 
fiable, may result in opinions that cannot stand 
criticism. As long as the tubercle bacillus has 
not been demonstrated as a cause, or the lack 
of success has not been made plausible in an ac- 
ceptable way (as in the tuberculids), one should 
not derive evidence from statements that are 
too hypothetical. Danbolt’s excellent chapter on 
sarcoidosis states the same opinion. J. J. Zoon, 
M.D. Tuberculosis of the Skin. Arch. Dermat. 
Feb. 1957. 
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Combined Hydrocortisone-Oxytetracycline 
Therapy in Ophthalmology 


ALEx M. BERMAN, M.D., Cuicaco 


YDROCORTISONE, the chief product of 

the adrenal cortex, has been shown to sup- 
press the inflammatory reaction in a wide range 
of disorders‘? but nowhere has its effect been 
more dramatic than in the treatment of ocular 
inflammations’*"*. The fact that it exerts its 
effect directly at the tissue level increases its use- 
fulness in ophthalmology, making possible local 
as well as systemic therapy. Hydrocortisone ap- 
plied locally to the eye has been shown to pene- 
trate the anterior chamber in therapeutic con- 
centration’? and local therapy has been employed 
successfully in the treatment of a variety of al- 
lergic and traumatic disorders of the conjunc- 
tiva, cornea, iris, and uveal tract**-**. 

In the practice of an active industrial clinic, 
the majority of ocular disorders encountered are 
acute superficial inflammations, many caused by 
foreign body penetration. In our experience local 
hydrocortisone therapy has alleviated pain and 
minimized residual corneal damage by suppress- 
ing the inflammatory reaction during the period 
of tissue repair. 

The danger of secondary infection persists in 
such cases, however, and in an effort to reduce 
the incidence of infection it was determined to 
combine hydrocortisone with a broad-spectrum 
antibiotic suitable for topical use. This report 
presents our experience using an ophthalmic 
suspension containing hydrocortisone and oxyte- 
tracycline in the topical treatment of a variety 
of acute ocular inflammations. 

MATERIALS AND METHODS 

The patients observed in this study were 
drawn from the practice of an industrial clinic. 
The original group was a consecutive series of 
50 patients with disorders likely to benefit from 
hydrocortisone therapy. Final results were ob- 
tained in 45 adult patients, 31 of whom were 
men. The conditions for which they were treated 
are listed in the table. In most cases the dis- 
order was in an acute stage and had been pres- 
ent for two days or less. 
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Medication consisted of a suspension contain- 
ing 1.5 per cent hydrocortisone acetate and 0.5 
per cent oxytetracycline as the hydrochloride in 
a gel-like suspension*. Patients were instructed 
to instill two drops of the suspension into the 
eye every two or three hours. Other medications 
occasionally used included atropine, the sul- 
fonamides, and boric acid compresses. The re- 
sults of this therapy were evaluated in each pa-— 
tient as excellent, good, fair, or poor, taking into 
account the severity of the condition and the de- 
gree of relief of symptoms. Any undesirable ef- 
fects of the treatment were considered separately. 


RESULTS 

The results of this trial are presented in the 
table according to diagnosis. It is seen that in 
42 of the 45 cases (93 per cent) the results were 
judged excellent or good. In only one of our 
cases did the therapy fail to give at least partial 
benefit ; this patient was allergic to the prepara- 
tion, and his follicular conjunctivitis improved 
on withdrawing therapy. 

Relief usually was obtained promptly, within 
24 hours in most cases, and none of the patients 
experienced any return of symptoms when ther- 
apy. was discontinued. The permanence of these 
results can be attributed to the fact that therapy 
was continued for at least several days after the 
condition was well controlled (the average dura- 
tion of therapy in these patients was five days), 
and to the fact that the conditions being treated 
were largely self-limited. 

Treatment was particularly successful among 
patients suffering from traumatic injury to the 
conjunctiva or cornea. Following various degrees 
of trauma to the external eye, and also following 
the removal of foreign bodies from the conjunc- 
tiva or cornea, this topical therapy induced rapid 
healing and diminished the time lost from work. 





*The hydrocortisone-oxytetracycline suspension used in 
this study was supplied as Terra-Cortril Ophthalmic Sus- 
pension® by Dr. M. William Amster, Medical Department, 
Pfizer Laboratories, Brooklyn, New York. 
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Results of Hydrocortisone-Ox ytetracycline Topical Therapy 
Number 
Diagnosis of Cases 


Excellent Good Fair Poor 





Foreign body conjunctivitis .......... 13 
Catarrhal conjunctivitis ......¢¢,.5... 
Gorncal ATaBiIOn? cise selec sauect nee 
Purulent: conpunctivites: o5... 66sec 
Follicular conjunctivitis ............. 
Allergic CONJUNCHVIES «206560000000 
Resiae AT MMTBEES «ore cic o/cb ine sie soiree acl 
Blepharoconjunctivitis ............... 
PO MAES 8h 92. a ws ee eis se Caio oleae 
Actinic MOonjURGIVINS .4-65.6005.. Sec 
Corea manacity oc). asies ows saweeww sees 
Contusion of eyeball: \<6.5:6:6:66:0.6:04:0:0:000 
Herpes zoster ophthalmicus .......... 

51°C, & | IA es Raa gee PA a 


ar PF FH VN NN ww w©a~sS 


The absence of residual cloudiness or opacity in 
these cases is notable and gives support to the 
idea that hydrocortisone therapy during wound 
healing maintains the clarity of the cornea. 

One case deserves special mention. This pa- 
tient stated that his vision had not been clear for 
over a year. A moderately thick corneal opacity 
in the pupillary area had resulted in a 40 per 
cent loss of vision as determined at the time of 
examination. Topical hydrocortisone-oxytetra- 
cycline therapy was started, and after less than 
two weeks the opacity had cleared and 20/20 
vision was restored. 

Only four instances were seen in which there 
was clinical evidence of bacterial infection on 
first examination. All responded promptly to the 
oxytetracycline component of the suspension 
used. Three of the infections were listed in the 
table as purulent conjunctivities; the other was 
a patient with allergic conjunctivitis whose le- 
sions had become secondarily infected. 

Throughout the study no development of sec- 
ondary infection was observed in these inflam- 
matory disorders, confirming the opinion that 
the addition of 0.5 per cent oxytetracycline to 
the suspension of hydrocortisone was an effective 
prophylactic measure during topical steroid ther- 


apy. 


SUMMARY AND CONCLUSIONS 

A series of 45 cases of superficial ocular in- 
flammation, a majority of them induced by trau- 
ma, was treated topically with a combination of 
hydrocortisone and oxytetracycline (Terra-Cor- 
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tril Ophthalmic Suspension). Results were ex- 
cellent or good in 93 per cent, and therapeutic 
failure occurred in only one instance. 

The therapy was highly effective in promoting 
rapid clearing of traumatic and allergic ocular 
inflammations, and in preventing infection and 
postraumatic corneal opacities. 

1380 West Lake St. 
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Recurrent Dislocation of the Ulnar Nerve 


Joun G. RAFFENSPERGER, M.D., Cuicaco 


NLY three cases of recurrent dislocation of 

the ulnar nerve have been reported in the 
American literature since 1908. This common 
lesion, though usually asymptomatic, can cause 
pain and paresthesias in hand and arm. It is 
easily diagnosed by having the patient flex his 
forearm against resistance, while the examiner 
palpates the medial side of the elbow. The nerve 
will be felt to slip from its groove over the me- 
dial epicondyle. 

In 1851, Blattman, a Swiss surgeon, diagnosed 
the condition for the first time. The first Amer- 
ican to report on ulnar nerve dislocation was 
Lutz who described a case in the St. Louis Med- 
ical and Surgical Journal.’ Following F. Cobb’s? 
reports of two cases and reviews of the literature 
in 1903 and 1908, there have been only three re- 
ports in the American literature. Black and 
Arkin®,* each reported on individual cases which 
they treated surgically. Berman and Sutro® in- 
cluded in their report one case treated surgically 
and a discussion of the causes of ulnar disloca- 
tion. The foreign literature is replete with good 
papers on ulnar nerve disiocation. In 1918 Dubs® 
found 70 cases in the world’s literature and added 
three of his own. Since then, 34 cases of ulnar 
dislocation with symptoms of ulnar neuritis 
xevere enough to require treatment have been 
reported, making the total of 107 cases. 

In order to determine the relative frequency 
of ulnar nerve dislocation to all causes of ulnar 
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neuritis at the elbow, a series of cases of ulnar 
neuritis requiring anterior ulnar nerve trans- 
plantation were compiled from the papers of 
Platt, Nigst, McGowan and Richards’,’,°,°. Of 
these 156 cases of ulnar neuritis, 21 (13.5%) 
were caused by ulnar dislocatio... All causes are 
compiled in Table 1. 


TABLE 1 
CAUSES OF ULNAR NEURITIS AT THE 
ELBOW JOINT 





Previous fracture about the elbow joint .......... 75 
OlStena rt AUIS ook esverels sora tsa cravXs owdcdaigncwadecs 28 
Dislocation of the ulnar nerve .................. 21 
CONnPENICAl -ANOMIANES.. 5 655.30 'sisoiiecurtucacavcane 4 
Post-traumatic adhesions ............e.eeeeeee0- 6 
Occdpational) HLESSUPE 6 socks. 2 «cig ce neldowwccianscs 7 
GANDNONR Sh 5, Sofa en ie esas das Saye e eae 3 
Posterior dislocation of the elbow .............. 1 
SOBSIGA Ee aca a ey Sareea aa ne ae ee 1 
WEEK VGEIN 5 5 wae. e trweke a avatg Hau ehvialad ee eee Ae 14 





I am reporting on four cases of ulnar nerve 
dislocation found in patients presenting at sick 
call on one United States Navy ship having a 
complement of 1900 men. 


Case 1: R.B. This right-handed 25 year old officer 
was first seen in November, 1954. He stated that five 
months previously, while his duties as a meteorologist 
required constant work at a drawing board, with arms 
flexed, he commenced having pain in his right elbow 
associated with numbness and tingling in the fourth and 
fifth fingers of his right hand. About a week later he 
noted similar but milder symptoms in his left extremity. 
Physical examination revealed diminished pain sensa- 
tion along the ulnar border of his hand, weakness of 
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his right grip, and guarding about the elbows. When 
his arm was moved from extension into full flexion, a 
firm cord could be felt to snap vigorously over the 
medial epicondyle. His left arm showed similar find- 
ings. Tests for the scalenus anticus syndrome were 
negative and X-rays of the cervical spine were normal. 
A neurosurgical consultant confirmed the diagnosis of 
ulnar neuritis but did not feel that enough nerve dam- 
age was present to warrant an anterior ulnar nerve 
transplant, despite the severity of the symptoms. The 
patient was observed for eight months and during this 
time he had constant paresthesias and occasional bouts 
of pain precipitated by exercise or trauma. He was 
advised to limit the use of his arm and occasionally an 
extension splint was necessary to relieve pain. At the 
most recent communication with him, he had been dis- 
charged from the service and was planning to seek 
treatment at a Veterans Hospital. 

Case 2: A.T. This right-handed storekeeper was seen 
in January of 1955. For the previous six weeks he had 
felt a “burning type pain” along the ulnar side of his 
left hand and tingling in his fifth finger. He knew of 
no specific trauma but related the onset of his symp- 
toms to carrying boxes from storerooms on board ship. 
Examination revealed slight diminution of pain sensa- 
tion over the fourth and fifth fingers, weakness of grip, 
and a left ulnar nerve that dislocated completely an- 
terior to the medial epicondyle. His symptoms were 
mild and no treatment was carried out in this case. 
After three months he had only occasional paresthesias 
but no pain. 

Case 3: D.S. This 30 year old machinist’s mate did 
not commence to have pain in his elbow until he was 
transferred from a sedentary master at arms job to one 
of pipefitting. He used his left arm and hand for all 
work and everything but writing. He was first seen in 
February of 1955, complaining of pain in his left elbow 
which had been present several weeks; he did not re- 
member any specific injury. Physical examination and 
X-rays of the elbow at that time were not thought to 
be revealing and the only treatment offered was hot 
compresses. When seen again several weeks later he 
volunteered the information that the fourth and fifth 
fingers of his left hand kept “going to sleep” and that 
he had an unpleasant tingling in his hand. At that time 
he also noticed his left hand had become weaker than 
before. It was then found that the ulnar nerve would 
slip forward of the epicondyle on his left side. Exami- 
nation revealed hypalgesia along the hypothenar emi- 
nence and over the fifth digit. On a dynamometer the 
left grip was measured at 120 pounds and the right at 
170 pounds; this was considered significant because he 
used his left hand for most activities. An electromyelo- 
gram demonstrated definite fibrillation of denervation 
of the flexor carpi ulnaris and questionably of the ab- 
ductor digiti quinti. The recommendation was made 
that this patient use his arm as little as possible and 
that continued observation would be necessary before 
considering an ulnar nerve transplant. Arrangements 
were made to limit his work and he had very little 
trouble as long as he did not forcibly flex his arm. 
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Case 4: B.T. This 23 year old sailor was first seen 
in March of 1955. He had injured his left elbow while 
playing ball a little over a month previously. Because 
of continued pain and swelling over the olecranon he 
reported to sick bay as soon as he arrived on ship. Ex- 
amination revealed tenderness and swelling over the 
olecranon bursa and bilateral dislocating ulnar nerves. 
Both nerves dislocated with considerable force. The 
patient stated that he had always had snapping elbows 
but thought that it was normal. The only symptoms 
which could be related to his ulnar nerve were elbow 
pain and tingling in his right arm and hand after pitch- 
ing several innings of ball. Local heat cleared his 
olecranon bursitis and nothing was done about the 
ulnar nerve dislocation. 


DISCUSSION 

Normally the two heads of the flexor carpis 
ulnaris muscle are united by transverse inter- 
columnar bands; these fibers with reinforce- 
ments from a band of fascia representing the 
epitrocleo-anconeus muscle serves to secure the 
ulnar nerve in its groove. The combination of 
poorly developed medial epicondyles and weak 
or absent transverse fibers usually is found along 
with dislocation of the ulnar nerve. Repaci and 
Santini"’, at the University of Genova, found in 
cadaver experiments that even when all the fibers 
securing the nerve are severed dislocation does 
not take place unless the nerve is impinged upon 
by the triceps muscle. Regardless of the causes 
of the dislocation, neuritis is seldom produced 
unless the nerve is further insulted by direct 
local trauma or the repeated minor insults of 
recurrent dislocations in people who must flex 
their arms frequently or forcibly. 

At operation thickening usually is noted in 
the nerve sheath. Schildt}? reviewed a series of 
1816 people reported by various authors, 12 per- 
cent of whom had hypermobile ulnar nerves and 
all were symptomless. When ulnar neuritis does 
occur, pain is the dominant subjective complaint. 
It involves the elbow and the course of the nerve, 
varies in intensity, and is aggravated by activi- 
ties involving forcible flexion of the arm. Two 
of my patients occasionally complained of pain 
in shoulder and neck. Paresthesias are common. 
Objectively, the nerve is sensitive at the elbow; 
sensory changes may be found in the ulnar area 
along with weakness of the hand. Of the 30 cases 
reported since 1918, only one has had marked 
atrophy of the interossei; the case was mis- 
diagnosed as progressive muscular dystrophy. 
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Two others reported slight muscular atrophy 
but in the rest the lesion had not progressed to 
functional impairment. Patients with minimal 
symptoms will need no treatment; others may 
have to have their work limited to prevent symp- 
toms from worsening. In my military situation 
it was easy to secure limited duty for a man if 
necessary. If the patient does have severe symp- 
toms and cannot limit the use of his arms, op- 
erative treatment is indicated Anterior ulnar 
nerve transplantation gives excellent results pro- 
vided the nerve damage has not been allowed to 
progress too far. I feel that my first case would 
have benefited from such an operation. 

Summary: Recurrent dislocation of the ulnar 
nerve at the elbow has received scant attention 
in the American literature, but seems common 
enough to be included in the differential 
diagnosis of pain in the elbow, hand, or arm. 
The diagnosis is easily made by physical ex- 
amination of the medial side of the elbow. If 
the patient can restrict the use of his arm with- 
out inconvenience, conservative treatment may 
be successful; if not, an anterior ulnar nerve 
transplantation is indicated. 


> 


The other side 


The addition of corn oil or any other oil to the 
American diet, without reducing the ordinary 
fats in that diet, can have little effect on the 
serum cholesterol level unless very large amounts 
are used, and this would mean an impossibly 
high caloric intake. There is no reason to believe 
that the addition of corn oil, sunflower seed oil, 
safflower seed oil, or fish oils to our diets, with- 
out other diet changes, could prevent or control 
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coronary heart disease. Lastly, it should be real- 
ized that we are far from knowing all the an- 
swers. We need a great deal more research. But 
I doubt if the day will come soon when we can 
load our blood with fat without affecting choles- 
terol and blood coagueability. I see no prospect 
of preventing coronary heart disease merely by 
taking pills or capsules or periodic swallows of 
corn oil. Ancel Keys, Ph.D. Calories and Choles- 
terol. Geriatrics, May 1957. 
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Plazma Enzymes 


HyMAn J. ZIMMERMAN, M.D., Corer MepicaL Service, West SipE VETERANS ADMIN- 


ISTRATION HosPITAL 


Doctor Samter: It gives me great pleasure to 
introduce one of the members of our own faculty, 
Dr. Hyman J. Zimmerman, Chief of the Medical 
Service at the West Side Veterans Administra- 
tion Hospital, who will talk to us about recent 
advances in a relatively new area of clinical med- 
icine, the area of blood enzymes which has re- 
ceived a great deal of attention in recent years. 

Doctor Zimmerman: With your permission, I 
shall alter the title of today’s talk to “Plasma 
Enzymes” since the enzyme systems within the 
formed elements of the blood present a separate 
topic. For orientation, let us first turn to Table 
1 which illustrates a general classification of 
plasma enzymes. 

Table 1 
I. Proteolytic enzymes 

A. Plasmin 

B. Peptidases 
II. Carbohydrases 

A. Amylase 

B. Glucuronidase 

C. Glycolytic enzymes 

1. Phosphohexosisomerase 
2. Aldolase 
3: Lactic Dehydrogenase 
D. Krebs Cycle enzymes 
1. Malic dehydrogenase 
2. Isocitrate dehydrogenase 
III. Esterases 

A. Cholesterol 

B. Choline 

C. Aliphatic 

D. Phosphatases 

E. Desoxyribonuclease 
IV. Glutamic oxaloacetic transmaminase 

Glutamic pyruvic transaminase 

Peptidases of the serum have recently been 
studied in health and various disease states. 
Tripeptidases have been found elevated in such 
widely different clinical states as lymphatic 
leukemia, fever, barbiturate intoxication, acute 
rheumatic fever and hemolytic anemia. De- 
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peptidases were recently found to be elevated 
or depressed in hepatic disease depending on the 
particular type of dipeptidase being studied. 
Carbohydrases constitute a fairly large group 
of enzymes. You all know that the serum 
amylase may be elevated in acute pancreatitis, 
intestinal perforation, or by morphine. I 
should like only to remind you that the amylase 
level may be depressed in hepatic disease. The 
glycolytic enzymes are increased in the serum 
of patients with carcinoma of either breast or 
prostate and are felt to reflect size of the tu- 
mor mass (and consequently both growth and 
response to therapy). Lactic dehydrogenase 
was originally reported to be increased in 
pregnancy and in tumor patients. We and others 
have found it elevated in many other disease 
states. This enzyme is one of the two I shall 
discuss in some detail later. Aldolase may be 
increased in many diseases other than tumor 
such as pancreatitis, infectious mononucleosis, 
delirium tremens, hepatitis, pneumonia, leuke- 
mia, and myocardial infarction. Jsomerase, 
which is involved in change from glucose-6- 
phosphate to fructose-6-phosphate, is elevated 
only with liver metastases. Malic dehydrogenase 
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has been reported to be elevated in patients with 
myocardial infraction. 


Cholinesterase appears to reflect the albumin 
synthesis by the liver. With the single exception 
of nephrotic syndrome where it is found to be 
elevated, the cholinesterase level is low when 
serum albumin is depressed. Plasma levels of 
desoxyribanuclease have not yet been reported 
in disease states, to our knowledge. 


At the West Side Veterans Administration 
Hospital, we have been interested primarily in 
two enzymes: latic dehydrogenase (LDH) and 
glutamic oxaloacetic transaminase (GOT). 
LDH is the enzyme which catalyzes the re- 
action to Lactate + PDN — Pyruvate + 
DPNH?. The normal serum level we find to 
be 90-270 mmols% with a mean of 180. We 
have found that is is always elevated in pa- 
tients with carcinoma which is disseminated 
whether or not the liver is involved. About 
half of our patients with lymphoma have an 
elevated LDH level as do most patients with 
granulocytic leukemia. Patients with lymphatic 
leukemia usually do not have an elevated serum 
level of this enzyme. Patients with myocardial 
infarction usually show an elevation from the 
first day until the tenth to fourtheenth day. We 
find it elevated in our patients with pernicious 
anemia and sickle cell anemia, but not in those 
due to blood loss or aplastic marrow. In viral 
hepatitis, LDH is increased only slightly in 
the first few days of illness. It is increased in 
cirrhosis only in the presence of jaundice. We 
have been somewhat confused by finding LDH 
elevated invariably in azotemia regardless of 
its etiology. The possibility that the enzyme is 
normally excreted in’ the urine has been con- 
sidered, but we have not been able to demon- 
strate this in preliminary studies. The results 
of ureteral ligation in animals on the serum 
levels of LDH are under study. 

Our hypothesis is that LDH is increased by 
regeneration or rapid proliferation of cells, by 
release from destroyed cells, or by anoxia. 

Glutamic oxaloacetic transaminase is _ the 
enzyme which catalyzes the reaction Keto- 
glutarate + Aspartate — Glutamate + Ox- 
aloacetate. In myocardial infarction, it is in- 
variably elevated in the first 24-48 hours. Its 
rise is of shorter duration, but much greater 
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magnitude than LDH, The normal level is 
5-40. In patients with proven myocardial in- 
farction, we have found GOT elevated in 32 
of 34, LDH in 41 of 44, while both were 
elevated in 28 of 32. The LDH and GOT were 
each normal in only 2 patients. 

In carcinoma, GOT is elevated only in 
presence of liver metastases unless the patient 
has co-existing viral hepatitis or myocardial 
infarction. In lymphomas, too, we found GOT 
elevated only in Hodgkin’s disease with liver 
involvement. We found fewer patients with 
anemia have elevated GOT than LDH. GOT 
is elevated in infectious mononucleosis only in 
presence of jaundice. 

It appears that tumor metabolism elevates 
aldolase and LDH. Tumor necrosis of liver 
cells elevates GOT. Hepatic disease causes ele- 
vation of many enzymes including GOT, GTP, 
peptidase, LDH, aldolase, and alkaline phos- 
phatase. 

While this is only a brief review of our ex- 
periences with plasma enzymes, it is un- 
doubtedly evident to all of you that this is a 
young field with much yet to be learned. 

Doctor Samter: Vm exhausted from this 
romp through strange country. Are there any 
questions ? 

Dr. Walter S. Wood, Instructor in Medi- 
cine: Have you determined enzyme levels in 
muscle diseases such as trichinosis, muscular 
dystrophies, or dermatomyositis ? 

Doctor Zimmerman: We have done little 
work along this line, but the Mayo Clinic re- 
ports elevated levels of GOT in patients with 
muscle necrosis, but normal levels with atrophy. 

Doctor Adolph: LDH is increased in car- 
cinoma even without metastases. Does this sug- 
gest differences in metabolism between LDH 
& GOT? 

Doctor Zimmerman: As a matter of fact, we 
first knew of a difference in metabolism and then 
applied this difference to clinical studies. 
Anacrobic glycolysis is increased in tumor, and 
necrosis within it may release the enzyme. 

Doctor Louis C. Johnston, Clinical instrne- 
tor in Medicine: Do you find any correlation 
between enzyme levels and oxygen utilization 
by the tissues? 

Doctor Zimmerman: Not specifically. Al- 
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dolase has been reported to be elevated in four 
of five patients with myxedema, but do not 
know why. 

Doctor Frensters Does the initial GOT level 
in myocardial infarction help in prognosis? 

Doctor Zimmerman: There is no correlation 
in our cases. 

Doctor Ronald E. Fox, Instructor in Medi- 
cine: Does the enzyme level increase before 
there are EGG changes? 

Doctor Zimmerman: It may. 

Doctor Robert M. Kark, Professor of Medi- 
cine: Do you believe that these enzyme de- 
terminations improve your clinical acumen in 
diagnosis ? 


New test for early diabetes 
Intravenously administered sodium tolbuta- 
mide produces a prompt and rapid fall in blood 
sugar in normal subjects, whereas mild diabetics 
exhibit a gradual decline. The purpose of this 
study was to determine if these differences might 
serve as a diagnostic test for early diabetes. One 
gram of sodium tolbutamide was administered 
intravenously over a two-minute period, and the 
blood sugar concentrations were measured at 20 
minute intervals for the ensuing two hours. The 
responses of 15 mild diabetics with fasting blood 
sugars ranging from 72 to 187 mg. % were com- 
pared with those of 17 nondiabetics. The stand- 
ard three day preparatory diet preceded each 
test. Striking difference in response was ob- 
served. Without exception, the blood sugar levels 
of the diabetics declined slowly over two hours 
or more, while the normals exhibited precipitous 
falls in blood sugar within the first hour, fol- 
lowed by a return toward normal. Complete sep- 
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Doctor Zimmerman: No, rather they help 
us to understand disease better. 

Doctor George A. Saxton, Jr., Associate Pro- 
fessor of Preventive Medicine: Have cere- 


brospinal fluid levels been reported ? 

Doctor Zimmerman: The levels are lower 
than serum—in the range of 1-3 for GOT. One 
patient with meningococcal meningitis showed 
a level of 32. 

_ Doctor Harry A. Bliss, Assistant Professor 
of Medicine: Have you studied changes in nor- 
mal subjects after exercise or starvation? 

Doctor Zimmerman: No, but this poses an 
interesting problem which should be investi- 
gated. 


aration of the two groups was noted at 40 min- 
utes after the injection; at that time the mean 
fall in blood sugar among the diabetics was 10.5 
per cent of the fasting level (S.D. 6.3), while 
the decline among the normal subjects averaged 
45 per cent of the fasting level (S.D. 11.7). 
Although justifiable on empirical grounds 
alone, the rationale of the test is based on evi- 
dence, not yet incontrovertible, that sulfony- 
lurea-induced hypoglycemia results from en- 
hanced insulin release. The use of a nonglucose 
“betacytotropin” ‘o test beta-cell function has 
theoretical advantages over both oral and intra- 
venous glucose disappearance unobscured by the 
caprices of gastrointestinal absorption of glucose 
which beset the oral glucose tolerance test and 
free of mass action effects induced by rapid in- 
travenous administration of glucose. Robert H. 
Unger, M.D. and Leonard L. Madison, M.D. 
A New Diagnostic Test for Early Diabetes Mel- 
litus. Clin. Res. Proc. April 1957. 
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A New Method of Pelvic Fixation 


WiLutiAM Jounson, M.D., GALESBURG 


HE speed age in which we now live has given 

rise to a number of new situations encountered 
only infrequently in past decades. Comminuted 
pelvic fractures in which half the pelvis is 
avulsed from the other half and from the sacrum 
is a phenomenon of increasing incidence result- 
ing from this speed age. 

Our automobiles today resemble eggs which 
on impact spew their contents in all directions. 
Often, as a result of a crash, the car will throw 
its occupants from its confines and then pro- 
ceed to roll. Should one of the occupants be 
caught lying on his side as the car rolls over 
him, he will be caught in the jaws of this giant 
nutcracker. 

The four cases upon which this report is based 
occurred in this manner. All the injuries to the 
pelvis followed a rather definite pattern. Pos- 
teriorly the sacroiliac joint was avulsed, fractur- 
ing a portion of the sacrum or the ileum in that 
area. Anteriorly, both rami of the ischium and 
pubes were fractured on either one or both sides, 
so that the entire coxal bone on the one side 
was separated from its attachment to the op- 
posite side. (Figure 1) 

Dr. J. Grant Bonnin, of the Central Middle- 





Presented before the Section on Surgery, 116th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 15-18, 1956. 





Figure 1 


for August, 1957 


sex Hospital in England, said in approaching 
the subject from the mechanical aspects, that 
there are three zones of weakness in the pelvis: 
the anterior zone including the pubic symphysis ; 
the central zone with a weak acetabular floor ; 
and the posterior zone comprised of the sacro- 
iliac joint, the ala of the ileum, and the lateral 
mass of the sacrum. 

In this discussion, no reference will be made 
to the numerous injuries to any pelvic struc- 
tures, other than the bony pelvis. 

Having treated several fractures of this 
character by conventional methods with unsatis- 
factory results, I concluded that a method of 
grasping the bony pelvis in some rigid, positive 
manner was necessary to relocate these frag- 
ments in their anatomical position. An idea was 
worked out on a pelvic skeleton (Figure 2). I 
discovered that the ileum would receive and hold 
pins up to 5/32” in size, when these pins were 
directed downward and medially. By placing a 
cluster of three pins in each iliac crest and at- 
taching them by means of clamps and bars to 
other pins placed in the public ramus or sub- 
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Figure 2 





Figure 3 


trochanteric areas, it evident that these 
fragments could be controlled from outside the 
body. An old device, the turnbuckle, was then 
attached to the fixation units described above 
to enable us to move the fragments into their 
correct position. The pins had to be directed in 
the proper plane through the soft tissues so that 
there was no pile-up and resultant necrosis of 
these tissues on one side of the pin. 

The pins were so placed that when connected 
with each other by means of the clamps and 
bars, they formed a triangle. This prevented pin 
travel. Movement of the pins in the soft tissue 
was eliminated by firm gauze or felt around the 
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pins. 

Subtrochanteric fixation on the well side and 
the resultant locking of the hip joint provided 
a low anchor point for an oblique bar or turn- 
buckle, allowing rotation of the ileum in the 


Figure 4 


transverse plane (Figure 3). 

Open reduction of fragments that have strayed 
too far away may sometimes be necessary. A 
modified fanenstel type of incision, super-pubic 
incision permits exploring the bladder and bring- 
ing back home the strayed fragments. Rigid fixa- 
tion lessens shock. Final reduction may be de- 
layed for a few days, but remember that the 
membranous bone heals very rapidly. 

One young woman shortly after fixation was 
flown in an airplane a distance of some 300 
miles. Following recovery she had a full term 
pregnancy with normal spontaneous delivery 
through the vagina (Figure 4). 

SUMMARY 

A new type of severe pelvic fracture has ap- 
peared as a result of the speed age — the nut- 
cracker fracture. A new type of fixation has been 
applied to restore anatomical relationships of 
through and through pelvic fracture. 
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Austin J. McCSwEEny, M.D., DANVILLE 


he syndrome of tetany has intrigued clini- 
cians since 1830, when Steinheim! described 
what he believed to be a curious form of acute 
articular rheumatism. ‘Twenty-two years later, 
Corvisart? conferred the designation of tetany, 
the name by which the condition is known today. 
This syndrome is caused by disturbances in 
calcium and acid-base balance and is manifested 
by characteristic features of increased neuro- 
muscular irritability. The proper evaluation of a 
patient in whom there exists a question of tetany 
entails complex procedures such as blood chem- 
istry determinations and, in some cases, testing 
of neuromuscular responses to galvanic § stim- 
ulation. However, the clinician will almost in- 
variably include in his study certain signs, 
which can be elicited by a simple means in the 
course of physical examination. The Chvostek 
sign® and ‘Trousseau’s phenomenon‘ are fore- 
most among these. Although Lust’s phenomenon 
or the peroneal sign also is commonly known as a 
test for tetany,°-7 it is used less frequently than 
the other two. The precise significance of a pos- 
itive response to one or more of these clinical 
tests needs clarification, and references to the 
frequency of their occurrence in normal in- 
dividuals are often vague. This paper is a report 
of an evaluation of tests for latent tetany as 

studied in 500 patients. 
METHOD OF STUDY 

Five hundred consecutive medical out-patients 
seen from August 1955 to July 1956 were tested 
for the presence of the Chvostek sign, Trousseau’s 
phenomenon, and the peroneal sign. The patients 
ranged in age from 15 to 85 years; 406 were 
Caucasian and 94 were Negroid; 218 were men 
and 282 were women. In none was there any 
reason to suspect tetany. 

The facial phenomenon was induced by dig- 
ital percussion anterior to the ear and inferior 
to the zygomatic process. A positive response 
consisted of contraction of the facial muscula- 
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ture, and in this series responses were graded 
according to the height to which muscular con- 
traction extended: 1+ upper lip, 2+ muscula- 
ture about the ala nasi, 3+ musculature about 
the eye, and 4+ responses including the facial 
muscles of the forehead. In the latter 190 
patients examined, notation was made as to 
whether the response was induced by percussion 
of the preauricular or subzygomatic area. How- 
ever, both maneuvers were carried out in all 
500 patients. 

Trousseau’s phenomenon may be elicited by 
sustained compression of the subject’s upper 
arm. In this series compression was accomplished 
by the application of a pneumatic cuff to the 
middle third of the arm. The cuff was inflated 
until its pressure exceeded the patient’s brachial 
arterial pressure, and it was left inflated for a 
period of three minutes before the test was con- 
sidered negative. The technique as outlined is 
believed to be the procedure most commonly 
employed in this country although variations 
of this method may be used. Only objective 
changes were considered significant in judging 
the positive response. The changes present in 
all those with positive tests included adduction 
of the thumb, flexion of the metacarpo-phalan- 
geal joints, extension of the distal interphalan- 
geal joints, and stiffness of the fingers as de- 
termined by the examiner. Paresthesias and 
suggestive hand postures without associated dig- 
ital stiffness were not accepted as evidence of a 
positive Trousseau phenomenon. 

The peroneal sign, or Lust’s phenomenon, 
was induced by hammer percussion of the com- 
mon peroneal nerve on the lateral surface of 
the neck of the fibula. A positive response may 
include dorsiflexion, abduction, and eversion of 
the foot. Positive responses were graded from 
1+ to 3+ depending upon their general mag- 
nitude. 


RESULTS 
The accumulated data were analyzed accord- 
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TABLE 1 
RESULTS OF TESTING 500 PATIENTS FOR SIGNS OF TETANY 








Number 
Category Tested 
MTEL oleh Sata Weis Wine aS ee Geka tie ete 500 
DO hens uae e Sa ik cae os Sees 218 
TUMEANE 9 Seals ios otnie PG aN Ais ys Trees a 282 
NOCMMCASEATRS isso os clas ie Wie ows pease sersia 406 
PRTG ss oop a reir etic teeeine op seleeoa's 94 
Age Group 
RAND AP ARS IO es Peseta) a3 ASPs Vchone a:3 47 
PARI RRRAES hog cscs aa 5 ois sic oats dies. 240 
BUMMNSREARS Sor. 28. a ee ha or Neate’ Hoi 135 
| See a gaa Re, ae ena oe 78 


Chvostek Sign Peroneal Sign 


Number Per Cent Number Per Cent 
Positive Positive Positive Positive 
129 25.8 150 30.0 
43 19.7 87 39.9 
86 30.4 63 22.3 
94 23.2 115 28.3 
35 37.2 35 3/2 
21 44.6 8 17.0 
83 34.6 80 33.3 
43 31.9 43 31.9 

3 3.9 16 20.9 








ing to sex, race, and age. The findings are pre- 
sented in Table 1. 

The finding of a positive Chvostek sign in 
25.8% of all patients tested is not out of keep- 
ing with the experience of earlier investigators. 
It approximates Pavel’s and Cornateanu’s find- 
ings in 1928.8 The preauricular maneuver elic- 
ited a positive response in 7.4% of the patients 
tested. This corresponds exactly with the expe- 
rience of Pavel and Cornateanu. All patients who 
exhibited positive facial phenomena on _percus- 
sion of the area in front of the ear also exhib- 
ited this sign with subzygomatic percussion. 
Asymmetry of response was not uncommon, but 
a unilateral Chvostek’s sign was observed in 
only one patient. Of these 129 patients, 7.8% 
had a 2+ Chvostek. Eight patients, or 6.2%, 
showed a 3+ Chvostek. Oniy one patient in the 
entire group (0.8%) had a 4+ Chvostek sign. 

Four patients, or 0.8%, of the 500 tested 
exhibited a positive Trousseau phenomenon. 
Follow-up examinations were carried out on our 
patients, and in three the Trousseau phenomenon 
could not be reproduced. In the fourth, the 
Trousseau phenomenon occurred again only to 
be found absent at a later date. Similarly var- 
iable results on follow-up study in the case of 
Chvostek’s sign have been noted before.* Litera- 
ture references to the physiologic occurrence of 
the Trousseau phenomenon differ considerably. 
According to Wechsler,® this sign occurs only 
in tetany. In 1946 Kirstein and Kugelberg’ 
encountered the ‘Trousseau phenomenon twice 
in a series of 48 normal female subjects, and 
they reported an incidence of 4.2%. 

Thirty per cent of our patients exhibited a 
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positive peroneal sign. No earlier comparable 
studies have been found in a review of the litera- 
ture. It appears that this sign has had minimal 
study and evaluation as a test for tetany. Of the 
150 patients in our series who exhibited a pos- 
itive Lust’s phenomenon, 63, or 42.0% were 
graded as 1+ ; 68, or 45.3%, had a 2+ peroneal 
sign; and 14, or 9.3%, had a 3+ response. 


DISCUSSION 

Neuromuscular excitability varies with the 
ratio of the serum sodium and potassium to the 
serum calcium, magnesium, and hydrogen (or 
hydronium) ion concentration. Tetany may be 
precipitated by any one of the many well known 
causes of hypocalcemia. Since only the ionizable 
form of calcium affects neuromuscular excita- 
bility, changes in the proportion of ionizable to 
nonionizable calcium may cause tetany even when 
the total serum calcium is normal. Such is the 
case: in citrate and oxalate tetany. 

Whereas an increase in the hydrogen (or 
hydronium) ion concentration tends to inhibit 
tetanic signs, alkalosis —- regardless of its 
etiology — is a well known cause of tetany. Less 
well established as a clinical syndrome is tetany 
due to hypomagnesemia. Although Miller" re- 
ported what appeared to be a representative case 
in 1944, subsequent studies have failed to con- 
firm the role of magnesium deficiency as a cause 
of tetany in the human. Magnesium deficiency 
is manifested by gross muscle tremor, choreiform 
movements, and in some instances, by convul- 
sions rather than by the syndrome which is 
produced by hypocalcemia or alkalosis.’? Al- 
though disturbances in potassium balance are 
not primary causes of tetany, they may func- 
tion as contributory factors. If the serum potas- 
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sium level is abnormally low, tetany may not 
occur even though hypocalcemia exists. In such 
a case correction of the hypocalcemia may pre- 
cipitate tetany.’* 

The pathophysiology of Trousseau’s phenom- 
enon has long been a matter of dispute. In 1907 
von Frankl-Hochwart** demonstrated that in 
the parathyroidectomised dog, pressure on an 
exposed nerve caused muscle spasm. However, 
direct blood vessel pressure was without effect. 
More recently Harvey and Lilienthal’ elicited 
spasm in the hand of a patient with hypocal- 
cemic tetany, although the motor fibers had 
been blocked distal to the level of the pneu- 
matic cuff. This experiment and others lend 
considerable support to the theory that ischemia 
rather than nerve pressure is responsible for the 
increase in nerve excitability seen in Trousseau’s 
phenomenon. Nevertheless, there are current 
proponents of the nerve pressure theory. There 
is little argument about the etiology of Chvos- 
tek’s sign and Lust’s phenomenon also is gen- 
erally accepted as a manifestation of mechan- 
ically induced nerve stimulation. 


It is apparent that none of the signs tested 
in the present series can be considered as path- 
ognomonic of tetany. However, ‘Trousseau’s 
phenomenon was present in only four patients, 
or 0.8%. This percentage is low as compared to 
the findings of Kirstein and Kugelberg’® (4.2%) 
and it increases the clinical significance of a 
positive test. Several factors may explain this 
discrepancy. The latter investigators placed the 
pneumatic cuff as far proximal as possible on 
the subject’s arms. This is said to increase the 
sensitivity of the test. Arm compression was 
applied for five minutes rather than three min- 
utes to all patients. Since the number of patients 
examined was small (48), the statistical error 
may be quite significant. Only female subjects 
were tested, and it is possible that other vari- 
ables such as race and age were of importance. 


In our series no parallelism was found be- 
tween the occurrence of the Chvostek sign and 
the peroneal phenomenon. Only 45 patients, or 
9.0%, had both of these signs simultaneously. 
A purely chance relationship would be expected 
to produce an incidence in the neighborhood of 
7.7%. 

The peroneal sign is particularly difficult to 
evaluate. Repeated examination of the same 
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subject at the same sitting may produce sur- 
prisingly variable results. The apparent capri- 
cious nature of the test cannot be explained on 
the basis of anatomic variation in the position 
of the common peroneal nerve. The latter’s 
relations to the fibula are reported to be re- 
markably constant.** The greater frequency of 
the peroneal sign in the male (39.9%) as com- 
pared to the female (22.3%) may be related to 
the cushioning effect of the subcutaneous adi- 
pose tissue in the latter group. Although the 
peroneal sign is commonly known as a test for 
tetany, a review of the medical literature has 
revealed little in the way of clinical studies of 
this sign in tetany or in normal individuals. 


SUMMARY AND CONCLUSION . 

1. Five hundred consecutive adult subjects 
seen between August 1955 and July 1956 were 
tested for signs of tetany. 

2. Although no sign tested was found to be 
pathognomonic of tetany, Trousseau’s phenom- 
enon approached that status, occurring only in 
0.8%. Tests for tetany should have greatest 
significance when the individual’s normal re- 
action is known. Thus, the presence of a pos- 
itive Chvostek’s sign in an individual who is 
known to have had a negative test prior to thy- 
roidectomy has considerable significance. How- 
ever, even under such ideal circumstances re- 
sults cannot be regarded as absolute, because 
the phenomenon may vary from time to time 
in the same normal individual. 

3. The overall incidence of the Chvostek and 
peroneal signs was 25.8% and 30.2% respec- 
tively. 

4. Age, race, and sex altered the incidence of 
the Chvostek and peroneal sign significantly. 
Young adults (age 15 to 20) showed the Chvos- 
tek sign in 44.6%, whereas the oldest group 
(age 61 to 85) had an incidence of only 3.9%. 

5. The peroneal sign is of doubtful value. The 
examiner may have difficulty determining if a 
lack of response indicates a negative test or 
failure to effect an adequate stimulus to the 
common peroneal nerve. Reports of experience 
with the peroneal sign in tetany are insufficient 
to assess its true value when the syndrome exists. 
101 W. North St. 
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Procaine amide for the heart 
Articles published during these 6 years sug- 
gest that procaine amide is an effective anti- 
arrhythmic agent whose major uses appear at 
present to be as follows: 1. For the manage- 
ment of ventricular premature contractions 
whether due to intrinsic heart disease, digitalis 
toxicity, or unknown cause. 2. In the manage- 
ment of ventricular tachycardia, particularly 
when it is desired to use an intravenous agent. 
3. For the treatment of nodal arrhythmias and 
recent atrial arrhythmias. 4. During the course 
of myocardial infarction as a prophylaxis against 
ventricular tachycardia and fibrillation, once 
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ventricular premature contractions are observed. 
The authors do not recommend its use routinely 
as a prophylactic agent in surgery or cardiac 
catheterization, since the drug does not appear 
to exert much control over extrasystoles due to 
mechanical stimuli. 

That this compound was found, suggests that 
other compounds with these pharmacologic prop- 
erties exist, some perhaps even more potent and 
less toxic than procaine amide. Certainly, a fur- 
ther search is warranted. Herbert J. Kayden, 
M.D., B. B. Brodie, Ph.D., J. Murray Steele, 
M.D., “Procaine Amide”, Circulation, January 
1957. 
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Experiences with Metrazol Therapy 
in Senile Individuals 


LEONARD SLuzyNnskI, M.D., Cuicaco 


N a home for the aged there is always the 

problem of caring for individuals who, while 
not ill, are inept, have a poor memory, often are 
unable to dress themselves or even to eat alone. 
Many cannot make their wants known and so 
unwittingly or otherwise soil their clothes and 
heds. Whether these deficiencies stem from senil- 
ity, cerebral arteriosclerosis, mild senile psy- 
choses, or a combination of such disorders is 
beside the point. 

The numerous papers in the literature attest- 
ing the benefits derivable from oral pentamethy!- 
enetetrazol (Metrazol®) therapy motivated a 
trial of this analeptic on our group of old people. 

The value of Metrazol in geriatric cases seems 
to lie in its ability to stimulate the whole central 
nervous system, but especially the medullary 
centers, thus improving respiration and also in- 
directly, the circulatory processes. Skeletal mus- 
cle action and nerve impulse transmission across 
the synapses likewise are reported to be en- 
hanced. It is clear that a combination of these 
effects should be of distinct benefit in aged, 
asthenic, or depressed patients. 

We are reporting here on 18 patients, average 
age 84 plus years, who received 2 teaspoonfuls 
of elixir of Metrazol, equivalent to 200 mg. of 
Metrazol, four times a,day. This liquid form of 
medication was much preferred to the tablets. 

Occasionally, due to intercurrent disabilities, 
the dosage was temporarily reduced to 4 cc. a 
day. Other medications in the form of vitamins, 
nicotinic acid, and hematinics were administered 
as indicated. In special cases, digitalis, insulin, 
hormones, diuretics, vasodilators, sedatives, or 
antirheumatics were given. 

Our results were judged on a purely clinical 
basis by comparing the opinions of those who 
daily cared for these senile individuals with the 
opinions of the relatives and of such other per- 
sons as came into frequent contact with the pa- 
tients. No particular efforts were made to as- 
semble specific scientific data. No psychologic 
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tests were done. Such tests as the Bellevue- 
Wechsler scale, Kent EGY, and Rorschach test 
are much too complicated for many of these old 
people as has been pointed out before.*:*® 

We needed no elaborate setup to recognize 
improvement if the patient had shown no sig- 
nificant mental change on previous medication 
and—directly following the Metrazol therapy— 
was more willing to get out of bed, and better 
able to care for himself so far as eating, dress- 
ing, and toilet habits were concerned, or showed 
improvement in mood and general behavior, 
orientation, interest in his environment and less 
antisocial behavior. 

Of our 18 patients we considered 7 to be much 
improved, 6 moderately improved, 4 slightly 
better, and one unchanged. The “degree” of im- 
provement was the deciding factor in placing 
a patient in one or the other of the above groups. 
Thus, a “much improved” patient — for in- 
stance, a bedridden patient who now voluntarily 
got up and took an interest in his surroundings 
—might still be mentally and physically worse 
than another only moderately improved patient 
who had much less disability from the start. 

The following three cases may illustrate three 
such different degrees of improvement: 

Case S. Z.; Male, 88 years old, was bedridden, 
weak, and unable to walk due to a “stroke” suffered 
in the spring of 1955. His blood pressure ranged 
from 150/90 to 174/100, according to the degree of 
his activity. He had a severe degree of generalized 
arteriosclerosis. He improved gradually and re- 
gained some motion in his paralytic side; however, 
his mind became hazy and he was out of touch with 
his environment. In the fall of 1955, he was put on 
Metrazol and since that time has improved to such an 
extent that he now goes down to the basement and 
does odd jobs and, in general, is able to take care of 
himself very well. He is less “erabby” and his appetite 
has improved. The blood pressure range is about the 
same as before the administration of Metrazol. In 
spite of the remarkable improvement, the patient still 
becomes slightly confused and talks rather queerly at 
times. 

Case E. K.: Female, 82 years old, has hypertensive 
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blood pressure with a range of 190/90 to 220/110 dur- 
ing the past five years. The patient also presented an 
old obliterative arteriosclerosis of both lower extremi- 
ties for which various medications had been pre- 
scribed without much relief. This caused us great con- 
cern. Aside from™the severe pain in the legs, the 
woman had a poor appetite, was unhappy, and com- 
plained bitterly of dizziness. Metrazol elixir, 1 dram 
q.id., was started in March of 1956 and resulted in the 
greatest improvement she had yet experienced. There 
are now fewer complaints of pain in the lower ex- 
tremities due, I believe, to the improvement, by the 
added Metrazol medication, of the circulation and blood 
oxygenation in the obliterative sclerosis of the legs. 
The blood pressure readings remain about as before but 
the vertigo is no longer so severe. 

Case J. D.; Female, 79 years old, occasionally out 
of contact with her environment. She complained of 
various aches and pains and some difficulty in walking. 
Her main syndrome is one of general cerebral vascular 
disease with a blood pressure range of 168/80 to 
200/80. The patient was put on Metrazol liquidum in 
May of 1955. She has improved somewhat, but occa- 
sionally is still out of contact with her surroundings. 
Our general impression is that she has been improved 
a little. The blood pressure since taking Metrazol 


shows. somewhat lower values. It now ranges from 
142/74 to 170/80. 

While in some patients, improvement became 
evident in a week or 10 days, in others a month 
or more passed before a beneficial result of 


Metrazol administration could be unequivocally 
determined. 

After maximum benefits had been attained, a 
maintenance dose of about half of the previous- 
ly given therapeutic dose generally sufficed to 
sustain the patient at the previously reached 
improvement level. If medication was stopped, 
regression could be expected after a month or 
more. 

Complications from Metrazol administration 
were completely absent. Blood pressure was not 


influenced significantly. In the asthenic patient 
it might be raised. In some cases of hyperten- 
sion, lower values were found after Meitrazol 
therapy than before treatment. In no case was 
hypertension made worse. This has also been 
seen by other therapists.»? Appetite was fre- 
quently improved.* 
SUMMARY 
In a group of patients with a mean age of 
over 84 years, it is too much to expect that any 
form of therapy will bring back the status of 
younger years. However, in our small series of 
18 cases the results with oral Metrazol therapy 
were very satisfactory since 7 of the 18 patients 
were much improved, 6 moderately so, 4 slight- 
ly, and only one showed no benefit from the 
treatment. Even moderate improvement on a 
ward for senile patients is of distinct value, will 
make nursing care easier, and free personnel for 
the care of the more helpless inmates. Indeed, 
the whole atmosphere of such a ward may be 
changed for the better. 
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Intercurrent Acute Appendicitis 


in Surgical Patients 


With Other Abdominal Pathology | 


PETER BEACONSFIELD, M.D., AND HERMAN A. JAcosson, M.D., CHicaco 


HE danger of failing to recognize acute ap- 

pendicitis is never greater than when a pa- 
tient is hospitalized in a surgical ward for the 
treatment of some other known abdominal pa- 
thology. The three patients presented below are 
cases in point, and we feel that they are worth- 
while reporting. 

Case 1. Mr. L. M., age 44 years, was admitted 
to the hospital for a gastric resection. He had 
a long history of duodenal ulcer, for which he 
had been treated medically on and off for the 
past six years. During the past six months he 
showed signs and symptoms of duodenal stenosis 
both clinically and radiologically. 

While in the hospital being prepared for sur- 
gery he was symptom free. On the 4th day after 
admission he developed epigastric pain which 
radiated to the back. The pain was similar in 
nature and distribution to that experienced dur- 
ing previous exacerbations of his duodenal ulcer. 
On this occasion, however, antacids afforded him 
no relief and vomiting, which had often eased 
his discomfort in the past, did not do so when 
he brought up his stomach contents. 

Three hours after commencement of the pain 
the patient was examined. There was tenderness 
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in the epigastrium but no distention, rigidity 
or rebound tenderness were manifest. The rest 
of the abdomen revealed no abnormalities. A 
rectal examination was not done at this time. 

The epigastric discomfort persisted but the 
pain slowly shifted to the right side; and five 
hours after the commencement of the attack it 
was located midway between the costal margin 
and iliac crest. The patient experienced some 
nausea without vomiting at this time. Finally, 
when he-was examined ten hours after the pain 
had started there was definite tenderness in the 
right lower quadrant with guarding and rebound 
tenderness. A rectal examination now done for 
the first time revealed marked tenderness on the 
right. The W.B.C. was 11,000. 

A diagnosis of acute appendicitis was made 
and confirmed at operation. 

Case 2. Miss P.R., age 53 years, was admitted 
to the hospital as an emergency for the repair 
of a perforated duodenal ulcer. Her immediate 
postoperative course was uneventful. On the fifth 
postoperative day, however, the patient devel- 
oped abdominal pain. This was initially mid- 
abdominal in character but, within four hours, 
it concentrated in the right lower quadrant. The 
patient had some nausea but no vomiting, and 
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a normal bowel movement during the period of 
discomfort. 

Physical examination revealed tenderness, 
some guarding, and rebound tenderness on the 
right side of the-abdomen particularly in the 
right lower quadrant. Rectal and vaginal ex- 
aminations were negative. 

After this examination a diagnosis of acute 
appendicitis was made. No W.B.C. was done 
as it was felt that this would in no way alter 
the diagnosis. 

At operation a retrocecal suppurative ap- 
pendix was removed. 

Case 3. Mrs. B. P., age 33 years, was admitted 
to the hospital with a 12 hour history of right 
upper quadrant pain which radiated to the back 
and towards the epigastrium. She vomited once, 
but had a normal bowel movement on the day 
of admission. 

Physical examination revealed marked tend- 
erness and guarding in the right upper quadrant 
without actual rigidity or rebound tenderness. 
Temperature was 101°. The patient stated that 
she had suffered a similar attack three years 
prior to present admission. While having no in- 
tolerance to fatty foods, the patient stated that 
she had experienced bilious vomiting and epi- 
gastric discomfort following ingestion of cab- 
bage or spicy foods. Her W.B.C. was 15,000. 
A diagnosis of cholecystitis was made, and the 
patient was placed on antibiotics. 

Twelve hours after admission the patient com- 
plained of increasing pain. Rigidity and rebound 
tenderness were now present, and bowel sounds 
were hypoactive. Temperature was 102°. Two 
hours after this last examination a cholecystec- 
tomy was performed. The gall bladder was acute- 
ly inflamed and full of stones. It also contained 
a considerable amount of purulent material. 

The patient’s immediate postoperative course 


was uneventful. Her fever returned to normal 
and she was ready to be discharged when, on the 
8th postoperative day at 9 a.m., she complained 
of lower abdominal pain in both left and right 
lower quadrants. There was some nausea but no 
vomiting, and she had passed gas per rectum 
the same morning. The patient said she had 
just finished menstruating the previous night 
and added that she had been treated for “in- 
fected tubes” a year prior to present admission. 

Physical examination revealed tenderness in 
the left and right lower quadrants. There was 
no distention but some guarding, and rebound 
tenderness was present bilaterally. Bowel sounds 
were normal. Pelvic examination revealed that 
both the cervix and adenexae were markedly 
tender. The patient was again placed on anti- 
bioties, these having been discontinued on the 
3rd postoperative day. 

At 3 p.m., six hours after the initial exami- 
nation, the patient was in acute distress. Pain 
was now severe and localized entirely in the 
right lower quadrant. There was also some ri- 
gidity. Temperature was 102°. 

The diagnosis of acute appendicitis was made 
and, at operation, the patient was found to have 
an acute suppurative appendicitis. 

Appendicitis is probably the commonest of all 
surgical complaints. It has been extensively 
written about and discussed for centuries, and 
it would seem that little can be added to our 
knowledge and experience of this condition. The 
three patients reported above further demon- 
strate the apparently infinite variety in the 
signs, symptoms and circumstances of acute 
appendicitis. They also tend to strengthen the 
opinion that, in any patient who develops ab- 
dominal discomfort or pain, the examining phy- 
sician should always bear the possibility of ap- 
pendicitis in mind. 
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Asiatic flu 

The influenza epidemic in the far east is said 
to be headed for the Americas. In all probabil- 
ity, it will not reach us until the fall or winter. 
No proved case of this type of influenza has been 
reported here, although we have overheard lay- 
men remark that they were ill recently with 
“the Asiatic flu that you read about.” 

With the approach of autumn we can expect 
to hear more and more comments along this 
line. The physician should be careful not to di- 
agnose an isolated case Asiatic flu unless the 
diagnosis is substantiated. 

The epidemic in the far east has been caused 
by a new strain of influenza A virus that is not 
controlled by the current influenza vaccine. Sam- 
ples of the virus were sent to American manu- 
facturers and a vaccine is being prepared for 
general distribution. ° 

Oriental influenza is a mild disease even 
though a few deaths have been reported. The 
symptoms are those of the ordinary flu. Quaran- 
tine inspectors will advise travelers from the 
orient and Philippines to consult their private 
physicians if they develop a respiratory disease 
within ten days after arrival. Those who are ill 
on arrival will be reported to their local health 
officers. 

Collaborating laboratories are being supplied 
with the antigens for indentification of the new 
strain. All state and local health officers will be 
informed about the testing system. Private phy- 
sicians are asked to report suspicious cases. 
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There is no specific treatment. The antibiotics 
prevent bacterial complications that have caused 
deaths in past epidemics. 

< > 
The church and medicine 

“Tt is the mark of a good hospital that its pa- 
tients should be cared for as persons and not as 
cases. Each human being is more than a mere 
simple physical entity. In every living individual 
there is a temporary association between an im- 
mortal spirit and an exquisitely balanced nerv- 
ous system which controls the body. The aim of 
this hospital is the complete recovery of the pa- 
tient so that he can go out fully restored, re- 
freshed and reanimated, ready to face life with- 
out fear and anxiety. The form of courage most 
helpful to recovery is that based upon trust in 
God and the readiness to accept whatever may 
come and make the best of it. For this peaceful 
and fearless courage, the chaplain as well as the 
other members of the team can do much to help 
the patient toward this ideal fulfillment.” 

According to the Reverend T. C. Speers, ev- 
ery new patient arriving at the Royal Victoria 
Hospital in Bournemouth, England receives this 
statement signed by the matron, chaplain, and 
the medical and surgical staff. 

There is no doubt that religion plays a role 
in healing and this is a good example of how the 
clergy and the physician work together. The 
priests were our predecessors in the practice of 
the healing, but we can be thankful that the 
church and hospital drifted apart. This proved 
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to be an advantage to the medical profession 
especially in those countries where the church 
came under the domination of the government. 

James Anthony Froude, the 19th century 
English historian writing on the stifling effect 
of government of the Church of England, once 
said, “If medicine had been regulated 300 years 
ago by Act of Parliament, if there had been 39 
articles of Physic (referring to 39 articles that 
formed the constitution of the Anglican or Epis- 
copal Churches), and every licensed practitioner 
had been compelled under pains and penalties 
to compound his drugs by the prescriptions of 
Henry the VIII’s physician, Dr. Butts, it is 
easy to conjecture what state of health the peo- 
ple of this country would be found.” 

The modern physician is aware of the need 
for religion in medicine and never hesitates to 
ask the clergy for spiritual assistance. Accord- 
ing to the Reverend Speers, “We need each 
other. It is not a case of a doctor or a clergyman. 
The fact is we need the doctor and the clergy- 
man. That strange, invisible, intangible quality, 
the spirit of Ynan, his thoughts, his feelings, his 
emotions, his fears, his hopes, his unconscious 
motivations, impinge upon his body and to some 
measure at least condition it.” 


€ > 


Actions of A.M.A. House of 
Delegates at 106th Annual Meeting 


Revision of the Principles of Medical Ethics, 
relations with the United Mine Workers of 
America Welfare and Retirement Fund, the 
federal government’s Medicare program, new 
standards for medical schools, a new statement 
on occupational health programs and the issue of 
Social Security benefits for physicians were 
among the wide variety of subjects acted upon 
by the House of Delegates at the American 
Medical Association’s 106th Annual Meeting 
held June 3-7 in New York. 

Dr. Gunnar Gundersen of La Crosse, Wis., 
member of the A.M.A. Board of Trustees since 
1948 and chairman for the past two years, was 
unanimously chosen president-elect. Dr. Gunder- 
sen, who also was first chairman of the Joint 
Commission on Accreditation of Hospitals from 
1951 to 1953, will become president at the June 
1958 meeting in San Francisco. He will succeed 
Dr. David B. Allman of Atlantic City, who 
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became the 111th president at inaugural cere- 
mony in the Grand Ballroom of the Waldorf- 
Astoria hotel. 

The House of Delegates voted the 1957 Dis- 
tinguished Service Award to Dr. Tom Douglas 
Spies, head of the department of nutrition and 
metabolism at Northwestern University Medical 
School, Chicago, and director of the nutrition 
clinie at Hillman Hospital, Birmingham, for his 
outstanding contributions to the science of hu- 
man nutrition. 


GUIDES FOR RELATIONS 
WITH UMWA FUND 


In a key action on the basic issue of third- 
party intervention, as it affects the patient’s 
free choice of physician and the physician’s 
method of remuneration, the House adopted the 
“Suggested Guides to Relationships Between 
Guides to Relationships Between State and 
County Medical Societies and the United Mine 
Workers of America Welfare and Retirement 
Fund,” which were submitted by the A.M.A. 
Committee on Medical Care for Industrial 
Workers. In approving the guides, the House 
also recommended that the Board of ‘Trustees 
study the feasibility and possibility of setting 
up similar guides for relations with other third- 
party groups such as management and labor 
union plans. 

The statement, which outlines both medical 
society and UMWA responsibilities, contains 
these “General Guides” : 

“1. All persons, including the beneficiaries of 
a third-party medical program such as the 
UMWA Fund, should have available to them 
good medical care and should be free to select 
their own physicians from among those willing 
and able to render such service. 

“2. Free choice of physician and hospital by 
the patient should be preserved : 

“a. Every physician duly licensed by the 
state to practice medicine and surgery 
should be assumed at the outset to be 
competent in the field in which he 
claims to be, unless considered other- 
wise by his peers. 

. A physician should accept only such 
terms or conditions for dispensing his 
services as will insure his free and 
complete exercise of independent med- 
ical judgment and skill, insure the 
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quality of medical care, and avoid the 
exploitation of his services for finan- 
cial profit. 

“ce. The medical profession does not con- 
cede to a third party such as the 
UMWA Welfare and _ Retirement 
Fund in a medical care program the 
prerogative of passing judgment on 
the treatment rendered by physicians, 
including the necessity of hospitaliza- 
tion, length of stay, and the like. 

“3. A fee-for-service method of payment for 
physicians should be maintained except under 
unusual circumstances, ‘These unusual circum- 
stances shall be determined to exist only after a 
conference of the liaison committee and rep- 
resentatives of the Fund. 

“4, The qualifications of physicians to be on 
the hospital staff and membership on the hos- 
pital staffs is to be determined solely by local 
hospital staffs and by local governing boards of 
hospitals.” 


THE MEDICARE PROGRAM 

The House considered three resolutions deal- 
ing with the federal government’s Medicare pro- 
gram for the dependents of servicemen. The 


delegates adopted one resolution condemning 
any payments under the Medicare program “to 
or on behalf of any resident, fellow, intern or 
other house officer in similar status who is par- 
ticipating in a training program.” Government 
sanction of such payments, the House declared, 
would give impetus to the improper corporate 
practice of medicine by hospitals or other non- 
medical bodies. Such proposals, the House 
added, would violate traditional patterns of 
American medical practices, seriously aggravate 
problems of hospital-physician relationships, en- 
courage charges by hospitals for residents’ serv- 
ices to patients not under the Medicare program, 
and create a variety of additional problems in 
such areas as medical licensure and health in- 
surance, 

In another action on Medicare, the House 
recommended that the decision on type of con- 
tract and whether or not a fee schedule is in- 
cluded in future contract negotiations should be 
left to individual state determination. In this 
connection, however, the House restated the 
A.M.A. contention that: the Dependent Medical 
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Care Act as enacted by Congress does not require 
fixed fee schedules; the establishment of such 
schedules would be more expensive than permit- 
ting physicians to charge their normal fees, and 
fixed fee schedules would ultimately disrupt the 
economics of medical practice : 

The House also suggested that A.M.A. at- 
tempt to have existing Medicare regulations 
amended to incorporate the Association’s policy 
that the practice of anesthesiology, pathology, 
radiology and physical medicine constitute the 
practice of medicine, and that fees for services 
by physicians in these specialties should be paid 
to the physician rendering the services. 


NEW STATEMENT ON MEDICAL SCHOOLS 

To replace the “Essentials of an Acceptable 
Medical School,” initially approved by the 
House of Delegates in 1910 and most recently 
revised in 1951, the House adopted a new state- 
ment entitled “Functions and Structure of a 
Modern Medical School.” Presentation of the 
document followed a year of careful study by the 
Council on Medical Education and Hospitals in 
collaboration with the Association of American 
Medical Colleges. 

The statement is intended to provide flexible 
guides which will “assist in attaining medical 
education of ever higher standards” and “serve 
as general but not specific criteria in the medical 
school accreditation program.” The document 
encourages soundly conceived experimentation 
in medical education, and it discourages exces- 
sive concern with standardization. 

“No rigid curriculum can be prescribed for 
accomplishing the objectives of medical educa- 
tion,” it states. “On the contrary, it is the re- 
sponsibility of the faculty of each school con- 
tinually to re-evaluate its curriculum and to 
provide in accordance with its own particular 
setting and in recognition of advances in science 
a sound and well-integrated educational pro- 


gram.” 


OCCUPATIONAL HEALTH PROGRAMS 

The House also approved a new statement on 
the “Scope, Objectives and Functions of Occupa- 
tional Health Programs,” ‘submitted through the 
Board of Trustees by the Council on Industrial 
Health. The Board report to the House said: 
“The statement describes and defines orthodox 
in-plant medical programs as understood in this 
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country today and distinguishes clearly between 
such programs and the various plans for com- 
prehensive medical care of the sick. It should 
help to resolve misunderstandings concerning 
the specialty of occupational medicine.” 

In adopting the statement, the House agreed 
with a reference committee report which de- 
clared that “the House has before it a statement 
which for the first time clearly defines the scope, 
objectives and functions’ of occupational health 
programs. It marks the needs and boundaries 
of occupational medicine. It states in a positive 
fashion the proper place of occupational health 
programs in the practice of medicine and it 
clearly charts the pathways of communication 
between physicians in occupational health pro- 
grams and physicians in the private practice of 
medicine.” 


SOCIAL SECURITY FOR DOCTORS 
Two resolutions favoring compulsory inclusion 
of physicians in the federal Social Security sys- 
tem and another one calling for a nationwide 
referendum of A.M.A. members on the issue 
were rejected by the House. The delegates re- 
affirmed their opposition to compulsory coverage 
of physicians under the Old Age and Survivors 
Insurance provisions of the Social Security Act. 
They also recommended a strongly stepped-up 
informational program of education which will 
reach every member of the Association, explain- 
ing the reasons underlying the position of the 
House of Delegates on this issue. The House at 
the same time reaffirmed its support of the 
Jenkins-Keogh Bills. 


MISCELLANEOUS ACTIONS 
In considering 66 resolutions and many ad- 


ditional reports from the Board of Trustees, 
councils and committees, the House also: 

Congratulated the Board and the Committee 
on Poliomyelitis for their prompt action in 
stimulating national interest in the polio im- 
munization program ; 

Recommended further study and a progressive 
program of action, probably including legislative 
changes, to solve the problem of narcotic addic- 
tion; 

Urged a more careful screening of television 
and radio patent medicine advertisements ; 

Directed the Board of Trustees to investigate 


the indiscriminate use of stimulants such as 
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amphetamine, particularly in relation to athletic 


programs ; 

Directed the Speaker to appoint a committee 
of five House members to study the Heller Re- 
port, a management survey of the Association’s 


organizational mechanisms ; 

Commended the Law Department for its spe- 
cial report on professional liability and urged 
state and county medical societies to establish 
claims prevention programs and to show the new 
film, “The Doctor Defendant” ; 

Opposed the establishment of any further vet- 
erans’ facilities for the cure of non-service-con- 
nected illnesses of veterans ; 

Condemned the compulsory assessment of 
medical men and staff members by hospitals in 
fund-raising campaigns. 


OTHER ACTIVITIES 

At the Monday opening session Dr. Dwight 
Murray, retiring president, stressed the triple 
theme of the personal touch in medicine, the 
necessity for freedom in medical practice and 
the need for professional unity. Dr. Allman, 
then president-elect, warned against the dangers 
of third-part contractual agreements involving 
fixed fee schedules. 

Dr. Allman, in his Tuesday night inaugural 
address, declared that the physician is constantly 
striving for a balance between personal, human 
values, scientific realities and the inevitabilities 
of God’s will. The inaugural ceremony, which 
was telecast over Station WABD-TV in New 
York, included presentation of the Distinguished 
Service Award to Dr. Spies. 


ELECTION OF OFFICERS 
In addition to Dr. Gundersen, the new presi- 


dent-elect, the following officers were selected 
by the House on Thursday : 

Dr. Jesse Hamer of Phoenix, Ariz., vice presi- 
dent; Dr. George F. Lull of Chicago, secretary ; 
Dr. J. J. Moore of Chicago, treasurer; Dr. EK. 
Vincent Askey of Los Angeles, speaker, and Dr. 
Louis Orr of Orlando, Fla., vice speaker. 

Four new members were elected to the Board 
of Trustees: Dr. George Fister of Ogden, Utah, 
to succeed Dr. James R. Reuling; Dr. Cleon 
Nafe of Indianapolis, to succeed Dr. James R. 
McVay; Dr. James Z. Appel of Lancaster, Pa., 
to replace the late Dr. Thomas P. Murdock, and 
Dr. Raymond McKeown of Coos Bay, Ore., to 
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replace Dr. Gundersen. Dr. Edwin 8. Hamilton 
of Kankakee, Ill., was elected chairman of the 
Board at its organizational meeting after the 
elections in the House. 

Dr. Homer L. Pearson Jr. of Coral Gables, 
Fla., was renamed to the Judicial Council. Two 
new members were elected to the Council on 
Medical Education and Hospitals: Dr. Clark 
Wescoe of Lawrence, Kan., to succeed Dr. Weis- 
kotten, and Dr. Warde B. Allan of Baltimore, 
to succeed Dr, F. D. Murphy of Lawrence, Kan. 

For the Council on Medical Service, Dr. Rob- 
ert L. Navy of Detroit, was re-elected, and Dr. 
Hoyt Woolley of Idaho Falls, Idaho, was chosen 
to replace Dr. McKeown. Dr. Warren W. Furey 
of Chicago was re-elected to the Council on Con- 
stitution and Bylaws. 


< > 


Blue Shield’s ‘‘Lost Generation” 

Most Blue Shield Plans were born in the 
years 1938-45. Their creators, principally physi- 
cians, were determined to prove that medicine 
could create a medical prepayment plan that the 
public would accept. Also they were fired with 
an urgent challenge to turn back the threat of 
socialized medicine. 

The labors of some of these pioneers in Blue 
Shield are legendary. They were “flying blind,” 
over unknown and treacherous terrain. They 
were bucking strong headwinds of popular skep- 
ticism, official scorn and professional indiffer- 
ence. Many of these doctors devoted every hour 
they could spare from their practices to the mis- 
sionary job of carrying the story of Blue Shield 
to every county society, every hospital staff meet- 
ing—to every place where they could get an 
audience of two or more doctors to listen to 
them. 

These men created better than they knew. A 
prepayment movement that ten years ago num- 
bered barely five million subscribers is now pro- 
viding basic medical care security to forty mil- 
lion people. And the seventy-odd Blue Shield 
Plans count some 120,000 doctors as “participat- 
ing physicians.” 

In the fifteen years that have elapsed since 
most Blue Shield Plans were founded, a whole 
new generation of doctors have come on the 
scene, For them, Blue Shield is only a part of 
the heritage of medicine bequeathed to this gen- 
eration by those that have gone before. 
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This new generation knows nothing of the 
labors and sacrifices of their older colleagues in 
creating Blue Shield. Many of our younger 
brothers take Blue Shield for granted, and some 
do not even understand the vital differences he- 
tween Blue Shield and the commercial insurance 
companies. 

Of course, other factors, too, have distracted 
our attention from the problems of Blue Shield 
and dulled the edge of our concern for it in re- 
cent years. General prosperity among our pa- 
tients has helped to assure us of collection of 
fees, and has given some of us the illusion that 
prepeyment itself may no longer be needed. 

The Plans, for their part, have been so pre- 
occupied with enrollment activities that many 
have ignored the elementary needs of profes- 
sional relations. Some have failed to maintain a 
constant flow of information to the doctor, and 
some Plans also have neglected to seek the guid- 
ance of the rank and file doctor before making 
changes in their programs. 

Over and ‘above all these factors lies the great 
blanket of complacency that has come upon us 
in recent years. Paradoxically, this complacency 
—the most serious threat to the future security 
and progress of Blue Shield—is, in large part, 
a consequence of Blue Shield’s past success. 

But the future is not as secure as the past. 
Blue Shield is the only segment of America’s 
great health insurance program that has been 
shaped by our profession and is subject to our 
control. The time is past due for a revival of 
the crusading spirit that created Blue Shield, 
and is still needed if it is to complete the job 
it was intended to do for our patients, ourselves 
and our society. 


«< > 
Dr. Derrick Vail Honored 


Dr. Derrick T. Vail, professor and chairman 
of the department of ophthalmology in the 
Northwestern University medical school, was 
honored Tuesday, July 2 by members of the 
Oxford Ophthalmological Congress at Oxford, 
England, for his outstanding contributions to 
the field of ophthalmology. 

A world-wide organization, the Oxford Oph- 
thalmological Congress was founded in 1909 by 
Robert Doyne, a famous British ophthalmolo- 
gist. Each year an international council invites 
an outstanding eye surgeon to deliver the Doyne 
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memorial lecture and to receive the Doyne med- 
al. Dr. Vail is the second American in the his- 
tory of the Congress to be so honored. 

Subject of his address to the group was the 
zonule membrane, an important factor in cata- 
ract surgery. The lecture was given at Keble 
College of Oxford University. 

During World War II, Dr. Vail was in charge 
of all eye work in the European Theater of Op- 
erations. He has received the Legion of Merit, 
the Bronze Star Medal, the Order of the Crown 
of Belgium, and the Medal of Gratitude from 
France. He is an honorary member of the Oph- 
thalmological Society of the United Kingdom 
and an honorary fellow of the Royal College of 
Surgeons. 

< > 


Public Relations in past century 
Our concern about public relations is nothing 
new. In 1882 Dr. Robert Boal of Peoria, one of 
the two men still living at that time who had 
sat in at the reorganization of the Society in 
1850, was President of the Society. His Presi- 
dent’s Address was prepared to “contrast the 
past with the present—the then and now.” He 
had the following to say on the subject: “A 
generation of human life has almost passed away 
since the few earnest and active members of the 
profession—twelve in number—in the library 
room of the old capitol in Springfield, organized 
our present association. To one who has lived 
through and witnessed it, the marvelous prog- 
ress that has been made during the past fifty 
years in population, wealth, in science and the 
arts, in liberty, law and human rights, in a de- 
gree never before known in history, is a sub- 
ject of unceasing interest and admiration ... 
History contains no record of a people whose 
progress has been so rapid and marvelous as our 
own. The practice of medicine in all its depart- 
ments was pursued by the same individual. Now 
we have specialists in every branch of the sei- 
ence and art of medicine . . . The amenities of 
professional intercourse and the obligations of 
medical men toward each other and the public, 
were then perhaps better observed than now . . 
Then the doctor, next to the minister, was the 
trusted friend and counselor of every family to 
whom he ministered. He shared their joys, 
soothed their sorrows, and every passing year 
added to and cemented the attachment and affec- 
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tion between them. Now the doctor is regarded 
more in the light of a tradesman or mechanic, 
and is employed from the same considerations 
that a grocer, tailor, or shoemaker is. The strong 
ties of gratitude and affection have almost ceased 
to exist. Relationship is now placed upon a mere 
commercial basis, and for this the profession is 
more to blame than the public.” 

The subject continued to concern the Society 
and came up for discussion at various annual 
meetings. In 1893 Dr. EK. Fletcher Ingals, Presi- 
dent of the Society, suggested that the public 
be educated in matters affecting their health by 
circulars distributed through doctors’ offices. 
The idea was studied for a year by a committee 
composed of Dr. Ingals, Dr. W. E. Guthrie of 
Bloomington and Dr. Sanger Brown of Chicago. 
At the meeting in 1894 this committee recom- 
mended that the work of educating the public 
in matters of health, avoidance of disease and 
habit-forming drugs, particularly cocaine, be 
carried on through a permanent committee. Dr. 
William E. Quine opposed this and suggested 
that the Society’s committee cooperate with the 
Board of Health, which should carry on the in- 
struction. His idea prevailed. 

In the early 1920’s the Educational Commit- 
tee was created. For the first few years of its 
existence it was known as the Lay Education 
Committee. Its purpose was to place the doctor 
in a better light before the public. The name 
was changed to Educational Committee about 
1928 and its work even at that time was largely 
of a medical educational nature. The Medical 
Service and Public Relations Committee has car- 
ried on this work in recent years. 


< > 


Medicine on postage stamps 
Postage stamps of recent issue of interest to 
physician-philatelists include the following: 
Brazil—2,50cr. stamp commemorating cente- 
nary of codification of Spiritualism shows bust 
of Allan Kardec, pseudonym of Hippolyte Leon 
Denisard, French doctor and scientist. 
Colombia—Advice on longevity is given on 
5e and 20c stamps issued in honor of world’s 
reputed, oldest man, Javier Pereira, said to be 
167. The advice is: “Don’t worry! Drink lots 
of coffee! Smoke a good cigar!” 
Cuba—A 4c stamp honors nurse Victoria Bru 
Sanchez (1876-1918), who gave heroic service 
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in combatting influenza epidemic in 1918. 

Dominican Republic—A 1c tuberculosis stamp 
issued April 1 was obligatory on all mail in 
April. 

France—New Famous Men series includes 
two of medical interest: 12f pictures Antoine 
Beclere (1856-1939), pioneer radiologist; 18f 
shows Octave ‘Terrillon (1844-1895), early 
worker in aseptic surgery. 

Germany, East Zone—Jean Henri Dunant, 
founder of International Red Cross, is pictured 
on a two-value Red Cross set. 

Indonesia—A set of six semi-postals carries 
a surcharge for the benefit of invalids and pic- 
ture rehabilitation activities. 

Jugoslavia—The usual Red Cross obligatory 
stamp and postage due show a silhouette of a 
mother and child in a Red Cross hostel. A strik- 
ing series of nine stamps picture different me- 
dicinal plants. 

Luxembourg—Three stamps honor the new 
Children’s Hospital to be built in Luxembourg 
City. 

Netherlands Antilles—A 15c stamp for the 
First Caribbean Mental Health Conference 
shows a man watching a rising sun. 

New Zealand—A 3d stamp pictures Sir Truby 
King, founder of New Zealand’s Plunket So- 
ciety, which carries on infant welfare work. 

Poland—Seven bi-colored stamps picture sev- 
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en famous Polish physicians from the 16th to 
20th centuries. 

Switzerland—Five Pro Patria stamps bear a 
symbol of the Red Cross. The surcharge is for 
the benefit of the Red Cross Society, the Na- 
tional Cancer League and blind rehabilitation. 

Turkey—A 25k stamp calls attention to the 
anti-tuberculosis campaign. An 80k stamp will 
be issued September 29 for the World Medical 
Association’s 11th general assembly. 

< > 


Veterans of Foreign Wars 
elect physician commander 

The Illinois Veterans of Foreign Wars at its 
annual meeting in Chicago, June 16, tossed out 
its commander who had waged war on the medi- 
cal profession because of the A.M.A.’s stand that 
facilities of V.A. hospitals should be limited 
principally to veterans with service-connected 
disabilities. 

Dr. Bernard KE. Bolotoff, Rockford surgeon, 
won a landslide victory over John Englander, 
Chicago who had sought re-election. 

Englander had campaigned vigorously against 
the A.M.A., and also had expressed concern over 
the fact that physicians were running for high 
V.F.W. offices in other large states. The vet- 
erans, by an overwhelming vote, decided they 
wanted no more of him. 


>>> 
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MEDICAL ECONOMICS q- 


Why Physicians Should Not 
Be Under Social Security 


FREDERICK W. SLOBE, M.D., Coicaco 


HYSICIANS are humanitarians. Otherwise 

they would not have undertaken the practice 
of medicine. And they are not opposed to the 
humanitarian motives of certain aspects of social 
security. 

It is believed, however, that the majority of 
physicians are right in their opposition to the 
compulsory inclusion of the medical profession 
under social security. Accordingly, the following 
discussion will endeavor to explain the basis for 
this conviction. 

1. The Social Security Act was enacted in 1935 
to provide a floor of economic security pri- 
marily for retired workers of industry at 
age 65. It was intended particularly to help 
the lower income peonle, who were often 
among the indigent and who became objects 
of charity in their old age, to have a mini- 
mum guaranteed income after age of 65. It 
was enacted following the great depression 
and was designed to help those who had had 
long periods of low or no income during 
which time they had grown older and were 
approaching the unhirable age of 65. Grad- 
ually, the number of those covered has more 
than doubled to include nearly all those 
gainfully occupied. Many of these will never 
benefit even though they pay the taz. 

(a) Most physicians do not come under the 
lower income category. 

(b) Very few physicians are ever objects of 
charity. Only 43 doctors and widows 
are current beneficiaries of the medical 


benevolence fund of the Illinois State 
Medical Society. 
Physicians work for themselves and are 
not automatically cut off and prohibited 
from working for income at age 65 as 
are many people in industry. 
There are always people who are ill and 
need physicians so that doctors, as a 
rule, can be productive in various ways 
and degrees until a ripe old age. 
There are serious implications involved 
in inducing physicians to retire at 65. 
At present only one physician in seven 
retires between 65 and 75. And the sum 
total of medical knowledge and _ all 
available medical manpower should be 
utilized to the maximum. Physicians, as 
they grow older, usually adjust their 
activities and their patients recognize 
this. Besides, there is no scientific basis 
for retirement based on chronological 
rather than physiological age. Many of 
the greatest works have been accomp- 
lished. by people over 65. Maturity of 
judgment and experience are often best 
manifested then. Retirement should be 
an individual matter. 

Dr. Watson Gailey recently expressed 


‘the consensus among physicians quite 


well when he stated: “When I was 50 
years old, I was thoroughly convinced 
that the physician of 70 should be re- 
tired with the label of ‘old fogey.’ I 
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have changed by mind. One is never too 
old to learn.” Besides, as Harold Blake 
Walker emphasized so well, “When we 
coast we go down hill.” 

Industrial employees under social secur- 
ity pay half the tax and the employer 
pays half but physicians will pay it all 
by themselves because they are self-em- 
ployed. 


2. Under the Social Security Law those receiv- 


ing social security, who are under the age of 

72, may not earn more than $1,200 in any 

one year without some loss in benefits. There 

is this exception, however, in that payments 
may be available in months during which the 
beneficiary earns less than $80. 

(a) Physicians require many years of train- 
ing before they are able to practice, and 
many are at the peak of their earning 
capacity when they reach 65, This may 
go on for years. 

Few physicians would be content to 
quit practicing, writing consulting, én- 
gaging in medical adiainistration or 
other medical relationships, in order to 
be eligible for social security payments. 
Sudden inactivity may be deadly for 
the physician, both physically and _ psy- 
chologically. They are accustomed to 
being productive and many have not de- 
veloped hobbies. And, under social se- 
curity, any appreciable productiveness 
is penalized as soon as it provides an 
annual income over $1,200. 

The young physician should be particu- 
larly wary. The younger the physician 
the less social security has to offer. He 
should ask himself “How much will 
$108 or $162 a month mean to me 40 
years from now?’ Remember, if he 
works after 65 he still pays taxes and if 
he earns over $1,200 he is penalized. He 
should remember he has about one 
chance in seven of retiring and that the 
chances are about 90 percent of what 
he pays in social security taxes for re- 
tirement will go to benefit others and 
only a small percentage will accrue to 
him. 


both retirement and survivors benefits 
at the same time and that it would not 
be unlikely if he collected neither. Re- 
member, to collect the retirement bene- 
fit he would have to live to, and retire 
at 65 (or become totally disabled at age 
50), virtually quitting any gainful 
practice. As to survivors’ (death) bene- 
fits, except when there are one or more 
dependent children, his widow would 
have to be 62 or over, she could not re- 
marry, nor could she earn over $1,200 
yearly without being penalized. 

(d) Physicians paying in to the social se- 
curity fund for years would thus derive 
little benefit from it in many instances. 


. The trend is toward a continual expansion 


of federal intervention. One reason for this 
is that legislators are acutely conscious of 
the necessity for being re-elected, thus, they 
develop the habit of letting the future take 
care of itself. It was the influence of expedi- 
ency, no doubt, which caused many to vote 
for the disability amendment to the social 
security law. Historically, most social se- 
curity amendments have occurred during 
election years. This tendency should be 
warning enough. 

(a) It should be clearly understood that 
this is not “insurance” but a charitable 
governmentally controlled subsidy us- 
ing the funds paid in by current par- 
ticipants*. The individual has no rights 
established by a contract, the benefits 
being by statute only, hence both the 
tax and the benefits can be changed by 
Congress at any time. Originally an an- 
nuity without survivorship benefits, it 
has developed into a pension. Participa- 
tion is compulsory and cannot be 
dropped. How many physicians would 
take out an insurance policy in which 
the premiums could be increased and 
the benefits changed by the company at 
any time? Let us not confuse social se- 
curity with War Risk Insurance which 
actually is insurance with fixed premi- 
ums and fixed benefits, under a contrac- 
tual arrangement. There seems to be 
little doubt that many of the younger 
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doctors who seem to favor inclusion 
under social security do so because they 
mistakenly consider it to be cheap “in- 
surance.” 

No one knows how high the tax or 
what the benefits will be in the future. 
Physicians tempted should remember 
that the chances of most physicians or 
their dependents collecting the indi- 
cated benefits are remote indeed. If so- 
called “present” taxes are sufficient for 
future demands, why is the tax rate in- 
creased periodically? ‘True insurance 
was never like this. 

The heart of the scheme is compusion. 
If physicians are included under the 
Act, every doctor will be taxed if he 
earns over. $400 per year, even if he 
has no dependents. And we should con- 
sider whether compulsory government 
insurance may not be the forerunner of 
compulsory government medicine. 

It is required that all people be forced 
to pay, good risks as well as poor ones. 
The so-called social “insurance” as em- 
bodied in social security calls for the 
government to come to the aid of every- 
one in all the normal risks of life. 
Thus, with the government providing 
protection as a matter of right and com- 
pulsion, the individual is taught to 
rely upon the state in areas where self- 
reliance has always been considered the 
basis of our society. 

This in essence is the cradle to the 
grave security system and is closer to 
the grave than to the cradle. It can turn 
our nation into a socialistic state in 
which the planners tell us there will be 
no need to look after ourselves, nor to 
work and plan for the future. Old Age 
Assistance, instead of diminishing fol- 
lowing the advent of social security, 
has increased steadily. 

. If we look deeper, we can see another hidden 
danger. The welfare state will catapult us 
into a full compulsory health insurance and 
medical care program, with physicians 
caught in the vise of socialized medicine. 
The recently adopted total disability at age 
50 amendment to the Social Security Law 
is another step in this direction. 


Let us review the history of the fellow tray- 
elers and the socialistic International Labor 
Organization. That organization in Geneva in 
1952, adopted seven minimum standards of so- 
cial security, all of which except the last three, 
have in some measure come to pass here. And a 
bill was introduced in the last legislative session 
pertaining to one of these three. 

It has been estimated that, if all the points 
of the International Labor Organization were 
adopted here it might involve 35 percent of 
payroll. In the past five years the tax base, that 
is, the maximum earned income on which you 
would be taxed, has increased by 40 percent. If 
this rate is maintained the maximum income 
taxed would reach $9,000 by 1975. If by that 
time the tax is increased to 6 percent, as in the 
present law, the annual tax will reach $540. 

I think that most citizens believe as I do — 
that the social security system has certain merit 
and that there are legitimate activities, involv- 
ing health and welfare, in which the federal 
government may be engaged, but if they believe 
the system is sound, they should be alert to the 
attempts to use or abuse it in the name of 
politics. Ill considered schemes to expand or 
broaden the scope of the social security program 
should be exposed for what they are. 

5. How do physicians personally feel about 
being included under the Old Age Security 
benefits of the Social Security Act? That 
is a@ personal question which can only be 
interpreted by the individual self-employed 
person as it applies to his own situation 
and in view of the inherent dangers of the 
social security system. One physician has 
expressed the view that he took the oath 
of Hippocrates as a young man, there was 
no time limitation on the vow to serve man- 
kind. There was no provision to retire at the 
age of 65. He said he took the oath for life 
and serve he would until the breath of life 
was no longer in him. Many physicians feel 
the same way. 

(a) Those who have the intelligence to be- 
come physicians have the intelligence 
to retire on a program based on their 


‘own planning and initiative. 


(b) A governmental program involving 
compulsion is repugnant to members of 


a highly individualized profession. 
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(c) Cost is a major consideration. Advo- 
cates of the program of a so-called 
ideal social security system planned in 
Switzerland may not have known what 
its future cost would be. Here are the 
shocking figures. In France a similar 
program caused financial chaos. The 
tax rate absorbs 35% of much of their 
payroll and is one of the principal rea- 
sons for the failure of the French econ- 
omy to make a post-war comeback. 


So it seems vitally important that we as 
Americans consider that the estimated ultimate 
cost of the whole program, ultimately might 
reach 30% of payroll as a minimum and could 
cost as much as 40% of taxable payroll if the 
experience of certain other countries is dupli- 
cated here. 

We as taxpayers must realize that with a 
mounting aged population, the costs of the social 
security program here will continue to climb. 

When you consider that fact that 9 out of 10 
of the nation’s labor force are now included 
under old age security insurance through enact- 
ment of major amendments in the past five 
years, it becomes crystal clear that the cost in- 
volved will reach staggering proportions. 

6. And what is the social security program 

cost? 

Of course expansion of the system is reflected 
in the increase in the tax base, namely the 
amount of income which would be taxed. In 
1937, the level was $3,000. In 1954, it climbed 
to $4,200. The rate of taxation also has seen 
periodic increases. In 1937, the tax was 1% of 
payroll for employee and employer — in 1950, 
114%, and in 1954 it became 2%. 

7. And what will physicians pay as individu- 

als? 
COMPARATIVE TABLE TAX RATE 
Self- 
Employee Employer Employed 
1957-1959 214% 214% 332% 
1960-1964 23/,% 23/, % 41Q% 
1965-1969 314% 314 7% 478 [6 
1970-1974 334% 334% 5% 7 
After 1975 41% 414, % 632% 
8. What can you do with that amount of money 
if you invest it in government bonds — in 
gilt edged stocks? 
9. And if you don’t take advantage of social 


for August, 1957 


security at 65 what will it have cost you? 

Remember, there are no benefits if you don’t 

retire. 

. What alternative methods are there for phy- 
sicians who wish financial protection for 
their families and their own old age? 

(a) For the young physician 

Life insurance with a family income rider fur- 
nishes fine protection. 

For example, let us take a physician, aged 30, 
with 2 children, one newborn and one 2 years 
old. A $20,000 life insurance policy with a 20 
year family income rider, will pay his widow 
if he dies within 20 years, $200 a month until 
his baby is 20 years old, at which time his widow 
would receive a lump sum of $20,000 or install- 
ments as contracted. The annual premium would 
be about $498. If he lives for 20 years the in- 
surance is retained, the annual premium being 
reduced about 20 percent. And, if he maintains 
this coverage until 65 and leaves his dividends 
he can withdraw a total of $18,160 at that time 
if he wishes. 

For example, a decreasing term life insurance 
contract will give protection equivalent to an 
invested capital at the start of about $31,000, 
for a premium of only $98 a year (for the fam- 
ily income rider only). Similar protection under 
social security would cost him $141 a year at 
present rates, with no telling how much the 
tax will be increased later. Similarly, at age 40, 
the family income rider would be needed for only 
10 years, assuming his children are about 10 
years old and this would cost only about $60 a 
year, 

(b) Other well known insurance facilities 
are available. Benefits are flexible; they 
may be paid in a lump sum or in in- 
stallments ; paid up policies, cash value, 
or loan security are available; also 
riders for double indemnity for acci- 
dental death or with waiver of premium 
for disability; provision for paying 
mortgages; disability income riders; 
payment of dividends; retirement an- 
nuities — these are but a few examples 
of the flexibility offered. 

(c) The Jenkins — Keogh Bill, which 
failed to pass in the last Congress, 


3 Robert H, Jordan and Harry E, Ungerleider: Life Insur- 
ance for the Young Physician; J.A.M.A., October 27, 1956 
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would have enabled physicians and 
other self-employed to take an income 
tax deduction for contributions made 
to a retirement fund. Similar legisla- 
tion to furnish retirement annuities 
should be supported by the medical pro- 
fession in the next Congress. 

The American Bar Association, no doubt, will 
continue its support for this legislation. 

(d) Sponsorship by the state medical so- 
cieties of various programs including 
group life insurance, disability insur- 
ance, hospitalization coverage, retire- 
ment income plans and the like. 

If the profession is opposed to inclusion un- 
der compulsory social security, their constituent 
societies should exhibit energetic leadership in 
helping supply a desirable substitute at favor- 
able cost. With this, should go a continuous 
campaign emphasizing the desirability of em- 
barking on a planned program. 


The medical team 
Today, medicine is like the football team that 


lacks one essential player. And that missing 
player is that apathetic individual who thinks 
the victory can be his without participation. 
This medical team wants to win against sickness 
and disease, but all individuals must be willing 
to carry their responsibilities. We in medicine 
can block for the individual if we would only 
take the ball and run with it. We can run with 
the ball for the individual if he would only let 
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Important, too, are provisions against can- 
cellation of hospitalization insurance or cer- 
tain other benefits at a certain age or due to 
some other eventuality. 

(e) Augmentation of the Benevolence Fund 
of the State Society might be consid- 
ered. This pays up to $75 monthly to 
a physician or his widow. 

The questions we have tried to answer, in the 
last analysis, must be answered by all physicians 
for themselves. However, it behooves all of us 
to take a good look at social security both for 
ourselves and for our nation. Above all, let us 
watch it carefully, let us use our influence to 
direct it so that it may not lead us down the 
road of the welfare state — compulsory health 
insurance and socialized medicine. In many 
countries the only choice seems to be between 
totalitarianism and the welfare state. American 
physicians can be proud of their resistance to 
both. 


us. And we can pass the ball to him if he woula 
only become the receiver. Until every individual 
takes his place, medicine cannot be the best pos- 
sible team. Until we have every individual work- 
ing with the medical team, we are going to have 
a tough time getting across the goal line. To 
achieve victory the individual cannot sit on the 
bench. Nor can he play the game alone without 
medicine. Dwight M. Murray, M.D. Who’s Re- 
sponsible for Health? New York J. Med. May 
1, 1957. 
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Annually, the big feature of the 
can I, > /———— closing session of the House of 

~~ f ' ~ ; f : ry Delegates is the induction of the 
: yy. new president. F. Lee Stone (left) 


een 


2 tO 
is shown preparing to hand over 
the official gavel to our new pres- 
ident, Lester S. Reavely of Ster- 
ling. Dr. Reavely brought Mrs. 
Reavely to the platform to share 
the honors. 
When Raleigh C. Oldfield, Oak Park (left) became 
president-elect, Harry J. Dooley, also of Oak Park, 
succeeded him as councilor for the Third District. 
Newton DuPuy of Quincy is 
the new councilor for the 
Sixth District, replacing 
Warner H. Newcomb of 
Jacksonville. 
ula 
ual 
OS- 
rk- 
ave 
To 
the 
ut A highlight of the 29th annual 
Re- meeting of the Women’s Auxiliary 
was a luncheon address by Dr. 
ay Nicholas Nyaradi, former Minister 


of Finance in Hungary, whose sub- 

ject was “The Fifth Freedom”. He 

18 shown above with Mrs. Nicholas 

, G. Chester (left) the new Auxiliary 

na President, and Mrs. Robert E. 
Dunlevy, the retiring president. 





- 
oo ear: OO 


The Oration in Surgery was delivered by 
William F. Mengart, Chicago. His sub- 
ject was “Terminal Care”. 


The member traveling the greatest dis- 
tance to attend the meeting was Elva W. 
Calvert of Pine Castle, Florida, shown 
(left) with Mrs. Calvert. Harold M. 
Camp, the Society’s secretary, welcomed 
the Calverts at the registration desk. 


One of the groups at the Fifty Year Club luncheon is pic- 
tured above. They are: R. L. Green, Mrs. L. M. Coffey, 
L. M. Coffey, all of Peoria; R. G. Dakin, Sandwich, J. L. 
Barnsback, Chicago, William Cooley, A. A. Knapp, and 
Miss Mary L. Knapp, of Peoria. 


The Oration in Medicine, “Some Thoughts on 
Specialization in Medicine” was given by William 
B. Bean, (left) Iowa City, Iowa. J. J. Moore, 
Treasurer of the American Medical Association, 
congratulated Dr. Bean at the conclusion of his 
address. 


LO 4, 


At the Fifty Year Club luncheon Mrs. Beatrice 
Gilmore was inducted into the club by Andy Hall. 
W. H. Alvis (left) offered his congratulations. 


The Public Relations Din- 
ner on Tuesday evening 
drew a large and enthusi- 
astic crowd. The principal 
speaker was Mr. Paul 
Jones, Director of Public 
Information of the Na- 
tional Safety Council. 
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In the educational class of the Scientific Exhibits 
the gold medal went to Charles B. Puestow and 
W. J. Gillesby of the Veterans Administration 
Hospital at Hines. 


The gold medal in the original work classification 
went to Steven O. Schwartz, H. M. Schoolman, 
P. B. Szanto, Wilma Spurrier and LeRoy Yates, 
at the Hektoen Institute. The exhibit was titled 
“The Viral Etiology of Leukemia”. 


Medical exhibitors were pleased with the interest 
and time visitors gave to studying new products. 
em above is a view of the Pfizer Laboratories 
exhibit. 


The silver medal for educational value went to 
Julius E. Ginsberg and Bruce Bairstowe of North- 
western University Medical School. The title of 
the exhibit “Alopecia Capitis General Etiologic 
Survey”. ; 


—_— 





The bronze medal for original work was presented 
to Joseph H. Kiefer, Ira Rosenthal, Elizabeth Mc- 
Grew and I. Pat Bronstein. The exhibit was titled 
“Sex Chromatin in Sexual Anomalies”. 


The Cancer Prevention Center of Chicago drew a 
steady procession of interested viewers. 
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Edward A. Uzemack, Director of Public Relations 


e 























... It is our responsibility to minster not only to the human body and its 
ills — but also to human hearts, minds and emotions . . 


” 


Davin B. ALLMAN, M.D. 


President, American 


HERE have appeared in recent weeks a 
number of news items pointing up the fact 
that good medical public relations cannot be at- 
tained through intravenous injection or osmosis. 
Case Number One involves a man who, in the 
eyes of the press, became a hero in the noblest 
tradition of the medical profession. A few weeks 
later the hero’s laurel was torn from his head 
by the same newspapers, whose headlines 
screamed the accusation that he was a merce- 
nary. 

Case Number Two involves a man who also 
gained national press attention for upholding 
the traditions of medicine. His deeds of mercy 
at the scene of one of the nation’s worst hurri- 
cane disasters involved a personal ordeal which 
showed him to be endowed with extraordinary 
fortitude. 

Case Number Three involves a country doctor 
whose passing went unnoticed in most of the na- 
tion’s press, but whose simple, every-day ob- 
servance of the Hippocratic Oath and the Prin- 
ciples of Medical Ethics won for him the undy- 
ing adoration of his community. In eulogizing 
this great doctor, the editor of the local news- 
paper wrote: 

‘“. . His interest in his patients was some- 
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Medical Association 


thing greater than professional. He had a deep 
personal interest in everything that touched the 
lives of those with whom he came in contact. 

“He loved his family and they shall be pro- 
tected by the happiest of memories. He loved his 
church, his profession and his community and 
was loyal to each of them. It can be said of him 
as was said of old in regard to the Great Physi- 
cian, “He went about doing good .. .” 

To go about doing good is an over-simplified 
expression of the principles of public relations. 
Yet the business of doing good, being good and 
telling the world about it is what public rela- 
tions boils down to. 

But a lot can go wrong with the public rela- 
tions of individual physicians or medical soci- 
eties if exercised only subconsciously. The effort 
must be voluntary and deliberate. Only then can 
you be certain that what you tell the world, or 
the world is told about you will be good. 


AMA’s Public Relations Institute 
There .is still time to plan your attendance at 


the annual Public Relations Institute of the 
American Medical Association August 28 and 
29 at Chicago’s Drake Hotel. Your Public Rela- 
tions Director will participate in a demonstra- 
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tion entitled, “PR Man On A Hot Tin Roof.” 
This skit will be part of a one hour session on 
medical society press relations. 

This year’s program, as usual, will be perti- 
nent and of much value to PR committee chair- 
men, secretaries and other officers of county 
medical societies. We are fortunate in Illinois 
that this annual event is held so close to our 


Antibiotic combinations 

Normal human subjects were given, in ran- 
dom rotation, single oral doses of 500 mg. and 
1,000 mg. of penicillin V or tetracycline hydro- 
chloride or equal amounts of both. The doses 
were each given before breakfast, several days 
apart, each subject receiving six different doses. 
Blood was obtained before and at the same in- 
tervals after each dose, over a period of 24 hours, 
and the plasmas were tested for antistreptococcal 
and antipneumococcal activity. For each total 
dose, penicillin V yielded the highest peak level 
of antistreptococcal and antipneumococcal ac- 
tivity, and tetracycline the lowest, and the pair 
yielded The total anti- 
streptococcal activity estimated over the 24 hour 
period likewise was greatest after penicillin V, 
lowest from tetracycline, and intermediate for 
the pair. However, the total antipneumococcal 


intermediate values. 
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respective homes. 

Hotel reservations can be obtained either di- 
rectly through the Drake, where a block of rooms 
is customarily reserved for Institute partici- 
pants, or the Public Relations office of the Ili- 
nois State Medical Society, 185 North Wabash 
Avenue, Chicago 1, Illinois. The phone number 
here is FInancial 6-0443. 


activity resulting from the tetracycline was 
greater than that derived from the same total 
amount of the pair of antibiotics and, after the 
1,000 mg. dose of tetracycline, also was greater 
than that derived from this amount of penicillin 
V. Most of the differences observed in the maxi- 
mum inhibiting concentrations were statistically 
insignificant, but the differences in the total ac- 
tivity were not. At each interval after the vari- 
ous doses, the level of both antistreptococcal 
and antipneumococcal activity produced in the 
plasma by the pair of antibiotics was lower than 
that resulting from the same dose of one or the 
other single agent. During the first few hours, 
penicillin V produced the greatest activity and, 
thereafter, the highest values were obtained from 
the tetracycline. Wilfred F. Jones, Jr., M.D. and 
Macwell Finland, M.D. Antibiotic Combina- 
tions. New England J. Med. May 9, 1957. 
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O. & G. board certifies 

The American Board of Obstetrics and Gyne- 
cology announced the following certifications of 
Illinois physicians were made May 25: 

Drs. John A. Aimone, Berwyn; Victor M. 
Bowers Jr., Rockford; Charles D. Collins, Chi- 
cago Heights; Donald M. Fahrenbach, Chicago ; 
William J. Farley, Peru; David Friedman, 
Granite City; Allwyn H. Gatlin, Evanston; 
Raphael 8. Good, Chanute Air Force Base; 
KEphriam A. Grier, Chicago; Bernard M. Kaye, 
Highland Park; Peter J. Kearney, Lake Forest ; 
Charlotte H. Kerr, Chicago ; 

Also Drs. Edwin M. McGill, 
George G. Moran, Downers Grove; Charles W. 
Moulton, Olney; Ernest G. Nora, Chicago; 
Frank P. Paloucek, McHenry; Marvin A. Ros- 
ner, Chicago; Natalie Stephens, Chicago; David 
D. Turow, Chicago; Jerome Warren, Park For- 
est; Walter F. Watts, Chicago, and Seymour D. 
Wishnick, Chicago. 

< > 


World-renowned surgeons 
on I.C.S. annual congress 

World-renowned surgeons from five continents 
will appear on the scientific program of the 22nd 
annual Congress of the United States and Ca- 
nadian Sections, International College of Sur- 
geons, in the Palmer House, Chicago, Septem- 
ber 8-12. 

Among foreign surgeons presenting papers 
will be: 

Prof. Dr. Mario Battezzati, director of the 


Evanston ; 


Institute of Pathologic Surgery, University of 
Parma, Italy. 

Prof. I. Boerema, professor of surgery, Uni- 
versity of Amsterdam, The Netherlands. 

Dr. Masao Fujimori, professor of surgery, 
Kimoto’s Surgical Department, School of Medi- 
cine, Tokyo University. 

Prof. Dr. Francisco Grafa, 
the department and professor 
Marcos University, Lima, Peru. 

Dr. Henri Laborit, director of experimental 
and clinical research, Army Research Center, 
Val de Grace, Paris, introducer of hypothermia. 


former head of 
of surgery, San 


Prof. Dr. Juan Netto, professor of clinical 
surgery, Faculty of Medicine, Asuncion, Para- 
guay. 

Prof. Dr. César A. Pantoja, National Univer- 
sity of Bogota, Colombia. 

Dr. A. K. Saha, Hunterian Lecturer at the 
Royal College of Surgeons of England and _ pro- 
fessor of surgery, Nilratan Sircar Medical Col- 
Jege, Calcutta. 

Prof. John Charnlet of the Royal Infirmary, 
Manchester, England. 

Dr. Ph. Polani, chief radiologist, Hospital 
Israelite, Alexandria, Egypt. 

Prof. Dr. Shigeru Sakakibara, professor of 
surgery, Tokyo Women’s Medical College. 

Prof: Dr. José Soler-Roig, University of Bar- 
celona, Spain. 

Prof. Dr. Jorge Taiana, former professor of 
surgery and dean of the Medical Faculty, Uni- 
versity of Buenos Aires. 
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Dr. Kazumi Taguchi, assistant professor of 
surgery and chief of the cardiac division, Oka- 
yama (Japan) University —.cdical School. 

Prof. Dr. Alfonso de la Fuente, professor of 
surgical pathology, Faculty of Medicine, Uni- 
versity of Madrid. 

Dr. Mare Iselin, member of the Academy of 
Surgery, Paris. 

Distinguished American and Canadian sur- 
geons also will be on the program, which will 
consist of General Assembly sessions and meet- 
ings of coloproctologic surgery, neurosurgery, 
obstetrics-gynecology, occupational surgery, oph- 
thalmology-otolaryngology, orthopedic surgery, 
plastic and reconstructive surgery and urologic 
surgery sections. 

Dr. Raymond W. McNealy, Chicago, is gen- 
eral chairman of the Congress, with Dr. Karl 
A. Meyer, Chicago, and Dr. Richard M. H. 
Power, Montreal, as co-chairman. 

Additional information may be obtained from 
Dr. Ross T. McIntire, executive director, Inter- 
national College of Surgeons, 1516 Lake Shore 
drive, Chicago 10. 

< > 


Clinics for crippled children 


listed for September 

Twenty four clinics for Illinois’ physically 
handicapped children have been scheduled for 
September by the University of Illinois, Divi- 
sion of Services for Crippled Children. The Di- 


vision will count 18 general clinics providing 


diagnostic orthopedic, pediatric, speech and 
hearing examination along with medical social 
and nursing service. There will be 3 special 
clinics for children with cardiac conditions, 1 
for children with rheumatic fever and 2 for 
cerebral palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or 
bring to a convenient clinic any child or children 
for whom he may want examination or may 
want to receive consultative services. 

The September Clinics are: 

September 4 — Carmi, Carmi Township Hos- 
pital 

September 4 — Hinsdale, Hinsdale Sanitari- 
um 
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September 4 — Rock Island (Cerebral Pal- 
sy), Foss Home 3808 - 8th Ave. 

September 5 — Clinton, Christian Church 

September 5 — Sterling, High School Field 
House 

September 10 — East St. Louis, St. Mary’s 
Hospital 

September 10 — Peoria, Children’s Hospital 
(St. Francis) 

September 11 — Joliet, Will County T.B. 
Sanitarium 

September 12 — Anna, County Hospital Dis- 
trict 

September 12 — Springfield, St. John’s Hos- 
pital 

September 13 — Chicago Heights Cardiac, St. 
James Hospital 

September 17 — Alton, Memorial Hospital 

September 18 — Centralia, Recreation Cen- 
ter 

September 18 — Elmhurst Cardiac, Memorial 
Hospital of DuPage Co. 

September 18 — Evergreen Park, Little Com- 
pany of Mary Hospital 

September 18 — Springfield (Cerebral Pal- 
sy), Memorial Hospital 

September 19 — Rockford, St. Anthony’s 
Hospital 

September 24 — Effingham (Rheumatic Fe- 
ver), St. Anthony Hospital 

September 24 — Peoria, Children’s Hospital 
(St. Francis) 

September 25 — Aurora, Copley Memorial 
Hospital 

September 25 — Jacksonville, Our Savior’s 
Hospital 

September 26 — Decatur, Decatur-Macon 
County Hospital 

September 26 — Sparta, Sparta Community 
Hospital 

September 27 — Chicago Heights Cardiac, 
St. James Hospital 


< > 


Refresher in aviation medicine 

A refresher course in aviation medicine, de- 
signed for physicians and others interested in 
health and safety in flying will be presented at 
the Health Center, Columbus, O., September 
9-13, 

The course is sponsored by the Ohio State 
University College of Medicine and Medical Di- 
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vision, Civil Aeronautics Administration. Basic 
information will be brought up to date but chief 
emphasis will be upon new material not pre- 
viously covered. The registration fee is $75. 

Further information may be had by writing 
to Dr. William F. Ashe, Department of Pre- 
ventive Medicine, Ohio State University Health 
Center, Columbus 10, O. 


< > 


10,000 attendance expected 
at A.C.S. clinical congress 

More than 10,000 physicians, medical stu- 
dents and related medical personnel are expected 
to attend the 43rd annual Clinical Conference 
of the American College of Surgeons in Atlantic 
City, October 14-18. 

About 1,000 will take part in the program as 
authors of papers or participants in symposia, 
panels, motion picture showings and 'T'V pres- 
entations. 

The program will include postgraduate 
courses, discussions in general surgery and sur- 
gical specialties, motion pictures, cine clinics, 
color television from Johns Hopkins Hospital, 
Baltimore, research reports and scientific and 
technical exhibits. , 

Major addresses will be given by Dr. William 
L. Estes Jr., Bethlehem, Pa., incoming president 
of the College; Dr. Harrison L. McLaughlin, 
New York, who will give the Oration on Trau- 
ma, and Dr. Ernest B. Verney, Cambridge, 
Eng., who will present the annual Baxter Lec- 
tureship. 

Initiates for fellowships and honorary fellow- 
ships will be inducted on October 18, and officers 
will be inaugurated. 

Medical students from 36 medical schools, in- 
cluding Chicago, will attend the Congress as 
College guests. The student participation pro- 
gram was launched last year as an educational 
contribution. 

Dr. J. Garrott Allen, University of Chicago, 
and Dr. Henry T. Bahnson, Johns Hopkins Uni- 
versity, Baltimore, are in charge of the tele- 
vision program. Among other chairmen is Dr. 
Hilger P. Jenkins, Chicago, who is in charge 
of the motion picture presentations. 

Headquarters for the Congress will be in Con- 
vention Hall. Some sessions also will be held 
in nearby hotels. 
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Chicago Heart Association 
conference 

The Chicago Heart Association will sponsor 
a conference on the pulmonary circulation to 
be held Thursday, Friday and Saturday, March 
20 to 22, 1958, at the Palmer House. 

Introductory sessions will be devoted to the 
physiology, anatomy and pathology of the pul- 
monary circulation with special emphasis on 
methods of clinical study. Later sessions will 
cover the pulmonary circulation in congenital 
heart disease, primary lung disease and in ac- 
quired heart disease. 

Among the distinguished visitors who are ac- 
cepting major responsibilitiy in the planning 
and execution of the conference are Dr. Julius 
Comroe, University of Pennsylvania Graduate 
School of Medicine, Dr. Howard Burchell and 
Dr. Jesse Edwards of the Mayo Clinic, Roches- 
ter, Minnesota, Dr. Paul Wood for the Institute 
of Cardiology, London, and Dr. Lars Werko of 
Goteborgs Universitet, Gothenburg, Sweden. 

It is the objective of the conference to bring 
together major contributors to this controversial 
field. Each participant will present his own re- 
cent work and opportunity will be provided for 
discussion. The meeting will be open to physi- 
cians and scientists. 

< > 


American Board of Obstetrics 
and Gynecology 

Applications for certification (American 
Board of Obstetrics and Gynecology), new and 
reopened, for the 1958 Part I Examinations are 
now being accepted. All candidates are urged 
to make such application at the earliest possible 
date. Deadline date for receipt of applications 
is September 1, 1957. No applications can be 
accepted after that date. 

Candidates for admission to the Examinations 
are required to submit with their application, 
a typewritten list of all patients admitted to 
the hospitals where they practice, for the year 
preceding their application, or the year prior 
to their request for reopening of their applica- 
tion. This information is to be attested to by 
the Record Librarian of the hospital or hos- 
pitals where the patients are admitted and sub- 
mitted on paper 814x11”. Necessary detail to 
be contained in the list of admissions is outlined 
in the Bulletin and must be followed closely. 
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Current Bulletins outlining present require- 
ments may be obtained by writing to the Secre- 
tary’s office. 

Robert L. Faulkner, M.D. 

American Board of Obstetrics 
and Gynecology 

2105 Adelbert Road 

Cleveland 6, Ohio 


< > 


Films available for professional 
audiences 
Five new firms available for showing to pro- 
fessional audiences are announced by the Na- 
tional Foundation for Infantile Paralysis. ‘They 
are designed to interest physicians, nurses, phys- 
ical therapists, occupational therapists and stu- 
dents of all professional schools. 
(1) Rehabilitation of Respiratory Patients — 
1957 — BW — Sound — 16mm — 12 minutes 
The film presents the basic philospohy behind 
the programs of patient care, teaching and re- 
search as developed by the respiratory and 
rehabilitation centers. The film was produced 
by the National Foundation in cooperation 
with the patient and staff of the Respiratory 
Center for Poliomyelitis, Ann Arbor, Michi- 
gan. 
(2) Principles of Artificial Respiration — 1957 
— Color — Sound — 16 mm — 29 minutes 
The film uses normal subjects, patients and 
models to illustrate the basic physiological 
principles necessary to evaluate various types 
of manual and mechanical artificial respira- 
tion. The film was produced by the National 
Foundation with the aid of a committee of 
researchers and clinicians from the Harvard 
School of Public Health, Boston, Massachu- 
setts. 
(3) Assistive Devices for the Physically Handi- 
capped — 195% — Color — Sound 16 mm 
— 12 minutes. 
The film was produced by the National Foun- 
dation in cooperation with the Mary MacAr- 
thur Poliomyelitis Respiratory Center, Welles- 
ley Hills, Massachusetts, the Southwestern 
Poliomyelitis Respiratory Center, Houston, 
Texas and the Poliomyelitis Respiratory Cen- 
ter, Columbus, Ohio. It demonstrates various 
kinds of assistive devices used to increase the 
functional capacity of the physically disabled 
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from such simple equipment as mouth stick 
to electric wheel chair. 
(4) Muscle Breathing Patterns in Poliomyelitis 
— 1956 — Ceior — Sound — 16 mm — 15 
minutes. 
Produced under a grant from the National 
Foundation by the Respiratory Center for 
Poliomyelitis, Hondo, California, this film 
vses normal subjects, patients and animation 
sequences to demonstrate various types of 
muscle breathing patterns encountered in poli- 
omyelitis patients. 
(5) The Anatomy of the Hand - Part Il — 
1956 — Color — Sound — 16 mm — 30 min- 
utes. 
The film uses dissections and models to cem- 
onstrate the structures of dorsal surface .f 
the hand. The film was produced by the De- 
partment of Anatomy, Duke University of 
Medicine under a grant from the National 
Foundation. 
PART I of this film — 1956 — Color — 
Sound — 16 mm — 32 minutes was produced 
earlier in the year and is still available. The 
film demonstrates the structures on the volar 
surface of the hand which are superficial to 
the palmar spaces. Also produced in coopera- 
tion with Duke University School of Medi- 
cine. 
Three weeks’ advance booking is requested for 
films. 
Write to: 
Division of Professional Education 
National Foundation for Infantile Paralysis 
301 East 42nd Street 
New York 17, New York 
< > 


New film on peripheral 

vascular disease available 
Arlington-Funk Laboratories, a division of 

U.S. Vitamin Corporation, New York, N.Y., has 

just released a new, educational, clinical film 

titled, “Peripheral Vascular Disease — Physiol- 

ogy and Efficacy of a New Therpeutic Agent’’. 


»The 16 mm. motion picture, in full color and 


with sound, runs for 32 minutes. It is available 
for showing to all medical organizations, includ- 
ing state, county and local. Arrangements for 
showing the film can be made by writing to 
either Arlington-Funk Laboratories, division of 
U.S. Vitamin Corporation, 250 East 43rd 
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Sireet, New York 17, N.Y., or Medical Film 
Guild, Ltd., 506 West 57th Street, New York 
19, N.Y. 

The film was produced with the cooperation 
of research workers at Boston University, Mon- 
tefiore Hospital, New York Medical College, 
Lemuel Shattuck Hospital, St. Vincent’s Hos- 
pital and other Universities. 


< > 


List of newly elected society 
officers 
Chicago Urological Society 
At the annual meeting held April 11, 1957, 
the following officers were elected : 
President: J. Lester Wilkey, M.D. 
Vice-President: Don E. Murray, M.D. 
Secretary-Treasurer: David Presman, M.D. 
104 S. Michigan Avenue 
Chicago Neurological Society 
Annual meeting held May 21, 1957. 
President: Oscar Sugar, M.D. 
Vice-President: John Madden, M.D. 
Secretary-Treasurer: Meyer Brown, M.D. 
636 Church St., Evanston 
Councilor: Irving Sherman, M.D. 
Chicago Psychoanalytic Society 
Annual meeting held March 26, 1957 
President: Joan Fleming, M.D. 
President-elect: Therese Benedek, M.D. 
Secretary: Joseph G. Kepecs, M.D. 
111 N. Wabash Avenue 
Treasurer: Samuel D. Lipton, M.D. 
Representative to Executive Council Ameri- 
can Psychoanalytic Association: Her- 
man Serota, M.D. 
Alternate Representative: Hyman Fingert, 
M.D. 
Chicago Society of Internal Medicine 
Annual meeting held May 27, 1957 
President: Howard Wakefield, M.D. 
Vice-President: Ernest G. McEwen, M.D. 
Secretary-Treasurer: Franklin A. Kyser, 
M.D., 636 Church St., Evanston, III. 
Chicago Gynecological Society 
Annual meeting held June 21, 1957 
President: A. F. Lash, M.D. 
President-elect: H. Close Hesseltine, M.D. 
Vice-President: Augusta Webster, M.D. 
Secretary: William G. Cummings, M.D. 
636 Church St., Evanston 


Assistant Secretary: Joseph B. Teton, M.D. 
Treasurer: Walter F. Dillon, M.D. 


< > 


Chicago Pediatric Society 
solicits papers 

All those desiring to present papers before the 
Society during the coming year, will be welcome 
to submit title and brief resume of subject mat- 
ter before August 15, 1957, 

The November Meeting will be a Memorial 
to Dr. Stanley Gibson to be given with the 
Alumni of Children’s Memorial Hospital. Dr. 
Helen B. Taussig, of The Johns Hopkins Hos- 
pital, Baltimore, Maryland, will present the sci- 
entific portion of the program. 

The regular meetings are held the third Tues- 
day of each month, October through April in 
the Auditorium of the Nurses Home, Children’s 
Memorial Hospital. 

Raymond F. Grissom MD 
Secretary 


< > 


American College of Chest 
Physicians 

The following Illinois physicians received 
their certificates of Fellowship in the American 
College of Chest Physicians at its recent meet- 
ing in New York City: 

Maurice Berger, Donald Cassels, Joseph R. 
Christian, Robert F. Dillon, E. H. Fell, Bessie 
L. Lendrum, Frederick M. Lindauer, and Robert 
A. Miller all of Chicago ; 

Dr. Otto L. Bettag of Chicago was re-elected 
to the Board of Regents of the College, and Dr. 
Darrell H. Trumpe of Springfield was re-elected 
Governor of the College for Illinois. 


< > 


German Medical Society of 
Chicago 

At the last meeting of the German Medical 
Society of Chicago, held June 24, 1957, the fol- 
lowing officers were elected for the year 1957- 
1958: President, Ferdinand Seidler ; Vice-Presi- 
dent, Joseph R. Mueller; Secretary, Eugene F. 
Lutterbeck; Treasurer, Edward V. Stalzer. 
Board of Directors: Hans Deutsch, Joseph Gan- 
dy, Paul H. Holinger, Fidelius Knoepfler, Lydia 
Walkowiak. 
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> Winston Churchill gave his formula for 
good health at 81: “A lot of drinking, a lot 
of eating and eight or nine hours of sleep most 
of it in the daytime.” 

There are few drugs that have received as 
much publicity as Miltown. It is a product of 
Wallace Laboratories, a division of Carter Prod- 
ucts, Ine. 

The latter manufactures and sell Carter’s Lit- 
tle Liver Pills that are said to “wake up your 
liver bile.” Wyeth also buys Miltown from Car- 
ter and sells it under their own label as Equanil. 
The organization is financially successful and 
filed recently a registration statement with the 
Securities and Exchange Commission in order 
to place 500,000 shares of stock on the market. 
It is expected that these shares will be snapped 
up by the Wall Street brokers who were said to 
thrive on Miltown. We hope that the results will 
prove as beneficial for their pocketbooks as Mil- 
town has been for their nerves. 

Winthrop Laboratories reports that fifty pa- 
tients with rheumatoid arthritis were relieved 


with their anti-malarial drug, Aralen. No toxic’ 


effects were noted even though 300 mg. were ad- 
ministered daily for two years. 

An unusual experiment is being conducted 
on a colony of forty rabbits at the VA hospital 
in Dallas. Each rabbit spends three hours in a 


for August, 1957 





plastic box and smokes the equivalent of a pack 
of cigarettes a day. All together they will smoke 
more than 1,600,000 cigarettes during their five- 
year normal life span. Most of the rabbits enjoy 
it and take their puffs with obvious relish. It is 
hoped that the experiment may help to answer 
the question of whether cigarettes are a cause 
of lung cancer. 


A unique operation was performed recently at 
the VA hospital in Cleveland on a veteran who 
lacked tears. The parotid duct was transplanted 
in order to change the flow of saliva from the 
mouth to the eyes. The operation was a success 
with a minor exception; the flow of tears is so 
profuse at meal time that the veteran looks like 
he is crying whenever he eats. 


The VA hospital in Houston reported a suc- 
cessful transplanting of four parathyroid glands 
from a stillborn baby to a thirty-six year old 
veteran. The veteran’s glands were removed 
eight years ago because of cancer. He had sur- 
vived on synthetic hormones but was becoming 
sensitive to the extracts. 


Volunteer health insurance programs paid 
$2,900,000 to help cover the cost of hospital, 
surgical, and medical care last year. The Health 
Insurance Council estimates that as of May 1, 
1957, 118,000,000 persons were protected under 
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this type of insurance. This is over seventy per 
cent of the total U.S. civilian population. 103,- 
000,000 are covered for surgical expenses, 67,- 
000,000 for regular medical expenses, and 10,- 
000,000 are insured against major (catastropic) 
medical expenses. 


Hospital care insurance continues to be the 
most popular form of health insurance. 66,259,- 
000 persons held policies of this type with in- 
surance companies ; 53,162,000 were enrolled by 
Blue Cross-Blue Shield ; and 4,654,000 were pro- 
tected through miscellaneous plans. 

The Upjohn company announces that Orinase 
is now available to the medical profession as a 
prescription product. This is the beginning of 
a new era for the diabetic. Approximately 18,- 
000 of the nations 1,600,000 diabetics used the 
drug under experimental conditions with no 
serious adverse side effects. 


There is good news for the chronic or habitu- 
al nail biter. A natural colored coating is ap- 
g } 


Treatment of pruritus ani 

Itch is sometimes not bad for a patient. That 
may seem rather heartless but we know that if 
you cure pruritus ani abruptly, the patient may 
proceed to acquire some other condition, perhaps 
one that is worse or harder to handle. Just 
dwelling on that thought for a moment, we 
might say then that using hydrocortisone oint- 
ment, which is to me almost a miracle drug in 
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plied to a clean, short or stubby nail. The plas- 
tic material dries quickly but is too hard to bite 
off. The coating is said to cure the nail biting 
habit in 30 days and is sold in drug stores as 
‘Stop Bite!’ 


A new oral alcoholic solution of theophylline 
(Elixophyllin) was announced recently by Sher- 
man Laboratory. This product produces a high 
blood theophylline level within 15 minutes which 
persists up to four hours. Reports have appeared 
on its usage in the treatment of bronchial asth- 
ma and angina pectoris. In some cases instanta- 
neous relief of dyspnea, wheezing and retro- 
sternal tightness occurred. 


Chas. Pfizer and Co. has changed the name 
of sigmamycin to signemycin-V. The change 
was made to eliminate any possibility of con- 
fusion with products bearing similar names but 
having entirely different indications. This com- 
bination of antibiotics is reported to be very ef- 
fective against staphylococci. 
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this location, is perhaps not the best kind of 
treatment. Perhaps we should get the patient 
only slightly or mostly better but not completely 
well, allowing him to have some symptom which 
may be an emotional outlet. I am not a psychi- 
atrist but I believe we all have to use psychiatric 
skills in the treatment of pruritus ani. George 
M. Lewis, M.D. Choice of Therapy in the Treat- 
ment of Pruritus Ani. New York J. Med. May 
15, 195%. 
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NEWS of the STATE 





BUREAU 

Society News.—Dr. William J. Farley, 
Peru, a member of the Illinois Obstetrical 
and Gynecological Society, addressed the 
Bureau County Medical Society at St. Mar- 
garet’s Hospital, Spring Valley, June 11, on 
“The Interpretation of the Female Pelvis.” 
COOK 

Special Society Elections—Dr. Ralph H. 
Kunstadter was recently elected president of 
the Chicago Pediatric Society. Other officers 
are Dr. Noel G. Shaw, Evanston, vice-pres- 
ident; Dr. Raymond F. Grissom, Oak Park, 
secretary; Dr. Howard Traisman, Chicago, 
Editor; Dr. Philip L. Aries, Chicago, treas- 
urer. Members of the Executive Committee 
are Drs. Eugene McEnery, Maxwell P. Boro- 
vsky, and S. C. Henn.—Dr. Kalman Gyarfas 
was recently elected president of the Illinois 
Psychiatric Society. Other officers are Dr. 
Nathaniel S. Apter, vice-president; Dr. Al- 
berto de la Torre, secretary-treasurer; Dr. 
Hugh T. Carmichael and Dr. V. G. Urse, 
councilors; Dr. John R. Adams, delegate to 
the District Branches of the American Psy- 
chiatric Association, and Dr. Isadore Spinka, 
alternate delegate, all of Chicago. 


Davis Memorial Lecture.—Dr. Elmer Belt, 


Los Angeles, recently presented the Annual 
D. J. Davis Memorial Lecture on Medical 
History at the University of Illinois College 
of Medicine. His subject was “Leonardo da 
Vinci’s Medical Observations.” 
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Warren Furey Reelected President.—Dr. 
Warren W. Furey, formerly president of the 
Chicago Medical Society, has been reelected 
president of the board of the Tuberculosis 
Institute of Chicago and Cook County. 

Promotions at Northwestern.—Dr. John 
A. D. Cooper, an assistant dean at North- 
western University Medical School, has been 
promoted to a full professorship of biochem- 
istry, and Dr. F. John Lewis has been named 
professor of surgery. Dr. Lewis came to 
Northwestern last year from the University 
of Minnesota Medical School where he was 
associate professor of surgery. 

Memorial to Dr. Gibson.—The Chicago 
Pediatric Society will devote its meeting, 
November 19, to a memorial to Dr. Stanley 
Gibson, noted pediatrician who died recently. 
Dr. Gibson, at the time of his death, had been 
professor emeritus in pediatrics at North- 
western University Medical School and an 
active member of the staff of Children’s 
Memorial Hospital. Dr. Helen B. Taussig, 
Baltimore, renowned for her work on the sur- 
gical repair of the heart of the “so-called” 
blue baby, will deliver the scientific portion 
of the program honoring the memory of Dr. 
Gibson. 

Pasteur Award.—Gail M. Dack, director of 
the Food Research Institute and professor 
of bacteriology at the University of Chicago, 
was recently presented with the 1957 Pasteur 
Award, which is given annually by the So- 
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ciety of Illinois Bacteriologists, Inc., to an 
outstanding bacteriologist in the midwest. 
Professor Dack was honored for his con- 
tributions to food microbiology, especially in 
regards to the etiology of bacterial food 
poisonings. 

Twenty-Five Years’ Service Observed.— 
Gold watches and citations were given, June 
11, to two physicians for their twenty-five 
years’ service at Michael Reese Hospital. The 
physicians are Drs. Albert Tannenbaum, di- 
rector of cancer research, and Dr. Heinrich 
Necheles, head of the hospital’s gastrointes- 
tinal research department. According to the 
Chicago Tribune, presentations were made 
by Grant J. Pick, Michael Reese board chair- 
man, at ceremonies which also honored 
thirty-seven employees of more than twenty- 
five years’ service, twenty-eight who have 
been employed by the hospital more than 
twenty years, and twenty-eight who have 
worked there more than fifteen years. 

Grant for Research.—Northwestern Uni- 
versity Medical School has received a grant 
of $5,000 from the Asthmatic Children’s Aid 
of Chicago to support studies of asthma and 
other allergies. The grant will be used to in- 
vestigate allergy to insect dusts, a newly 
found cause of asthma and hay fever. That 
insect dust is a major cause of respiratory 
allergy was first reported last year by Dr. 
Samuel Feinberg, Northwestern professor of 
medicine. Research will be carried on in the 
Northwestern allergy research laboratory by 
Dr. Feinberg, Dr. Alan R. Feinberg, instruc- 
tor in medicine, and Jacob J. Pruzansky, 
Ph.D., assistant professor of biochemistry. 
The Asthmatic Children’s Aid was organized 
several years ago to assist asthmatic children 
in Chicago. The 1,;500-member group of 
women now also supports research and clin- 
ical programs. 

Personal.—Dr. Thaddeus J. Jasinski, Cicero, 
has been elected president of the National 
Medical and Dental Association of America, 
and Dr. Gervaise Pallasch, Chicago, vice 
president. The organization is composed of 
physicians and dentists of Polish descent.— 
Dr. Clifford J. Barborka was recently chosen 
president of the American Gastroscopic So- 
ciety —Dr. Franklin C. McLean, emeritus 
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professor of physiology, University of 
Chicago, has been awarded the honorary de- 
gree of doctor of medicine by the University 
of Lund, Lund, Sweden. As part of the 
award, which was presented in ceremonies 
in the Cathedral of Lund, Dr. McLean re- 
ceived a ring, a diploma, a top hat and a 
salute of two cannon shots. 

Bernard Michela Joins Rehabilitation In- 
stitute Staff—Dr. Bernard J. Michela, for- 
merly instructor and consultant in physical 
medicine and rehabilitation at Georgetown 
University Hospital and St. Elizabeth’s Hos- 
pital, Washington, D.C., has been named as- 
sistant medical director and chief of physical 
medicine at the Rehabilitation Institute of 
Chicago. 

The Rehabilitation Institute, located at 
401 East Ohio Street, commenced operations 
in March, 1954, for the treatment and guid- 
ance of people disabled by injury or disease 
with the aim of restoring them to a useful 
life. It is a non-profit organization supported 
by fees from patients and by contributions 
from industry and the public. 

Dr. Levine Named Chief Pathologist.—Dr. 
Victor Levine, professorial lecturer in pa- 
thology at the Chicago Medical School, was 
recently named chief pathologist for the cor- 
oner’s office by Coroner McCarron. The ap- 
pointment was effective July 1. 

La Rabida Affiliates With University of 
Chicago.—La Rabida Jackson Park Sanitar- 
ium, known for its work with children hav- 
ing rheumatic fever, is now an affiliate of the 
University of Chicago School of Medicine, 
according to a recent announcement. The 
sanitarium will continue to be used by the 
staff of Northwestern University Medical 
School, the University of Illinois College of 
Medicine, Chicago Medical School and the 
Stritch School of Medicine of Loyola Univer- 
sity. Dr. Hugh McCulloch, former medical 
director at La Rabida, has been named new 
chief of staff of the institute which has been 
created within the medical department of the 
University of Chicago as a part of the affilia- 
tion, and Dr. Albert Dorfman has succeeded 
Dr. McCulloch as medical director. 

Dr. Sheinin Honored.—On May 9, Dr. 
John J. Sheinin, president of the Chicago 
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Medical School, was one of several outstand- 
ing Americans who were presented with the 
1957 Horatio Alger Award at a meeting in 
New York. This award was established sev- 
eral years ago by the American Schools and 
Colleges Association in an effort to combat a 
trend of thought that equal opportunity was 
a thing of the past. According to the Bulletin 
of the Chicago Medical School, Dr. Sheinin 
received the highest number of votes in the 
final selection of winners. His story, without 
doubt, exemplified the spirt of American 
tradition. Following the Russian Revolution 
after World War I, when he was a lad of 
twenty, he fled to this country. He faced 
hardship and danger all of the way and was 
nearly shot by a firing squad. 

He arrived here penniless and unable to 
speak English. He worked as a laborer in a 
factory, as a helper on the sidewalks of New 
York, and also as a helper with a sign-paint- 
ing company. 

After making his way to Alabama, and 
with only $4.00 to his name, he sought out 
the University of Alabama determined to 
enter school. He completed arrangements 
for college entry and secured work with a 
local sign painter. Now began a period of 
extreme hardship and deprivation. Finally 
admitted to medical school, he was an out- 
standing student, especially in anatomy. He 
was a_ student-teacher until recommended 
to a teaching and research fellowship at 
Northwestern University. 

While completing work for the degree of 
M.D., and Ph.D. he painted signs while 
studying and teaching and worked at night 
as a hospital extern. Yet, he received A’s in 
all of his graduate work, the bulletin stated. 


Symposium on Diabetes.—An all-day sym- 
posium on “Recent Developments in Dia- 
betes Mellitus” (pathology, diagnosis and 
therapy) will be sponsored by the Chicago 
Diabetes Association, November 20, at the 
Drake Hotel, Chicago. Registration is sched- 
uled for 8:45 a.m. and lectures will begin at 
9. Physicians registering for the course will 
be charged an enrolment fee of $25.00, with 
the exception of members of the Chicago Di- 
abetes Association, and the American Di- 
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abetes Association, who may enroll without 
charge. 

Members of the Academy of General Prac- 
tice who attend the conference may claim 
hour-for-hour Category II credit. 

Henry T. Ricketts, M.D., Professor of Med- 
icine, University of Chicago Clinics, will be 
Moderator, and the following program will 
be presented : 

Pathology of Diabetes Mellitus in Man, 
Aaron Arkin, M.D.; professor of medicine, 
University of Illinois College of Medicine. 

Metabolic Derangements in Diabetes 
Mellitus, Rachmie! Levine, M.D., chairman, 
department of medicine, Michael Reese 
Hospital, Chicago. 

The Metabolism of 1131 Labeled Insulin, 
Solomon A. Berson, M.D., and Rosalyn S. 
Yalow, M.D., chief and assistant chief, Ra- 
dioisotope Service, Veterans Administra- 
tion Hospital, New York. 

Insulin Resistance, Arthur R. Colwell, 
M.D., professor of medicine and chairman, 
department of medicine, Northwestern Uni- 
versity Medical School, Chicago. 

Oral Hypoglycemic Agents in the Treat 
ment of Diabetes, Alexander Marble, M.D.. 
Joslin Clinic, professor of medicine, Harvard 
Medical School, Boston. 

Current Concepts of the Pathogenesis of 
Diabetic Retinopathy, David A. Rosen, M.D., 
department of ophthalmology, Kingston Gen- 
eral Hospital, Kingston, Ontario. 

Diabetic Nephropathy, Robert M. Kark, 
M.D., professor of medicine, University of 
Illinois College of Medicine, Chicago. 

Juvenile Diabetes, Howard S. Traisman, 
M.D., associate in pediatrics, Northwestern 
University Medical School. 


LAKE 
Howard Schulz Joins AMA Staff.—Howard 
N. Schulz, since 1946 industrial hygienist for 


‘Abbott Laboratories, has joined the staff of 


the Council on Industrial Health of the 
American Medical Association. His work 
will be primarily with industrial hygiene 
problems, but will also include assignments 
in many routine activities of the Council, ac- 
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cording to the Secretary’s Letter of the 
AMA. Mr. Schulz will continue to serve the 
Lake County Medical Society as executive 
secretary. 

Name Members of Newly Created Health 
Board.—A seven member committee has been 
appointed for the recently created Lake 
County Health Department. Names are: 
Highland Park, one year, Allan A. Wolff, 
Jr.; Waukegan, one year, Dr. Walter Reedy, 
Lake Forest, two years, Dr. E. H. Ibbotson; 
Antioch, two years, William C. Petty; Long 
Lake, three years, F. W. Lagerholm; Liberty- 
ville, three years, Dr. Earl Klaren; Barring- 
ton, three years, Mrs. John B. Mullen. The 
committee was named by Emmet Moroney, 
chairman of the board of supervisors of the 
health department, with which the newly 
appointed group will work. 


ST. CLAIR 
Negro Physician Honored.—Dr. Earle 


Williams, Lovejoy, was recently inducted 
into the Fifty Year Club of the Illinois State 
Medical Society. Presentation of the gold 
pin and certificate, emblematic of the honor, 
was made by Dr. Willard W. Fullerton, 
Sparta, Councilor of the Tenth District. A 
member of the St. Clair County Medical Soci- 
ety, Dr. Williams is believed to be the first 
Negro to receive this award, according to 
the Bulletin of the St. Clair County Medical 
Society. 
WHITESIDE 

Physicians and Lawyers Meet.—The 
Whiteside-Lee County Medical Societies and 
the Whiteside and Lee County Bar Societies 
held a joint meeting in Sterling, June 26, to 
witness a movie on ‘“Medical-Legal Prob- 
lems”. 


WINNEBAGO 
Pfizer Company Host to Society.—Mem- 


bers of the Winnebago County Medical So- 
ciety were guests of the Pfizer Company at a 
golf outing at the Mauh-Nah-Tee-See Coun- 
try Club recently. Mr. Hi Henry, local detail 
man for the company, directed the affair 
which concluded with a cocktail party and 
dinner in the evening. 

New Members.—Drs. Zdzislaw C. Koenig 
and Paul F. Wilkinson, Rockford, are new 
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members of the Winnebago County Medical 
Society. Both physicians are engaged in 
orthopedics with offices in the Talcott Build- 
ing. 


SANGAMON 

Physicians Honored.— Drs. George J. 
Mautz and A. C. Baxter, Springfield, were 
inducted into the Fifty Year Club of the IIli- 
nois State Medical Society at a recent meet- 
ing of the Sangamon County Medical Socie- 
ty. Presentation was made by Dr. Jacob E. 
Reisch, Springfield, Councilor of the Fifth 
District. 


VERMILION 
Personal.—Dr. Fred L. Crockett, Danville, 


has been voted into probationary member- 
ship in the Vermilion County Medical Soci- 
ety. 

Society News.—Dr. James G. Miller, chief 
of the Mental Health Research Institute, 
University Hospital, University of Michigan, 
Ann Arbor, addressed the Vermilion County 
Medical Society recently on current medical 
research. 


GENERAL 
Dr. Gowen Goes to Chile.—Dr. G. Howard 


Gowen, who has been for many years deputy 
director of the Division of Hospitals and 
Chronic Illness for the Illinois State Depart- 
ment of Health, resigned to become chief of 
the Division of Health and Welfare in the 
U. S. Operations Mission in Santiago, Chile. 
According to the Illinois Health Messenger, 
during the period that Dr. Gowen has been 
associated with the state department of 
public health and largely through his efforts, 
the program for the control of cancer has 
been greatly expanded. State-aided cancer 
diagnostic clinics are now in operation in 
29 Illinois hospitals, where more than 4,500 
persons are examined annually. 

For distinguished service in the control of 
this disease, Dr. Gowen last year received 
the annual award of the American Cancer 
Society, Illinois Division. 

Also under the guidance of Dr. Gowen, a 
program for the prevention of rheumatic 
fever was initiated by the state department 
of public health in cooperation with the local 
communities. Through this service some 
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3,000 Illinois children are currently receiving 
prophylactic drugs for the prevention of re- 
current attacks of his crippling disease. 

Postgraduate Courses.—The Chicago 
Medical Society will conduct two postgrad- 
uate courses at the Knickerbocker Hotel, 
Chicago, in November. The first in general 
medicine, November 4-8, has been divided 
into the following sections: cardiovascular 
and renal, pulmonary and digestive system. 
The second course, November 11-15, will be 
devoted to obstetrics, gynecology and pedi- 
atrics. The registration for both courses will 
be $75.00 each. Additional information may 
be obtained from the Chicago Medical Soci- 
ety, 86 East Randolph Street, Chicago 1, Il- 
linois. 

New Grade A. Milk Law.—All fluid milk 
sold at retail in Illinois for human consump- 
tion, with certain exceptions, must now con- 
form to the requirements of the Grade A 
milk law, which became effective July 1 in 
accordance with legislation enacted by the 
General Assembly in 1955. 

Certain milk products, such as evaporated, 
condensed or dried milk, butter, cheese and 
ice cream, are exempted from the provisions 
of the law, unless such products are labeled 
as Grade A. 

Also exempted are milk and milk products 
furnished by persons engaged primarily in 
agricultural production to employees work- 
ing on the farms where the milk is produced. 
The law further exempts milk sold by the 
producer on the premises where the milk is 
produced, provided that animals producing 
such milk are free from tuberculosis and 
brucellosis and that such milk is free from 
sediment, according to the Illinois Health 
Messenger. 

Prior to the enactment of the 1955 legisla- 
tion, the Grade A milk program in Illinois 
had been on an entirely voluntary basis so 
far as milk producers were concerned. 

The Grade A milk law, passed in 1939, 
made the State Department of Public Health 


responsible for setting up standards for the’ 


production of Grade A milk and milk prod- 
ucts. Milk produced in accordance with these 
standards became eligible for labeling, sale 
and distribution to Illinois consumers as 
Grade A milk. 
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Recent Appointees to Mental Board.— 
Governor Stratton recently named six medi- 
cal educators as members of the governing 
board of the state psychiatric training and 
research authority established under a 1955 
law. The authority began functioning July 1 
as a unit of the state welfare department “to 
train psychiatric personnel, and to advance 
knowledge thru research in the causes and 
treatment of mental illness or mental defi- 
ciency,” it is reported. Those appointed to 
terms expiring January 1, 1959 are Drs. 
William E, Adams, professor of surgery, 
University of Chicago; Francis J. Gerty, 
head of the department of psychiatry, Uni- 
versity of Illinois College of Medicine; Roy 
E. Grinker, director of psychosomatic and 
psychiatric research and training, Michael 
Reese Hospital; William H. Haines, Cook 
County Criminal Court behavior clinic di- 
rector; Jules H. Masserman, professor of 
psychiatry, Northwestern University Medi- 
cal School; Peter J. Talso, assistant chair- 
man of medicine, Stritch School of Medicine 
of Loyola Universtiy, and Noble H. Kelley, 
Ph.D., psychology department chairman, 
Southern Illinois University, Carbondale. 

Ex-officio board members are Dr. Otto L. 
Bettag, state public welfare director; Dr. 
Frederick W. Slobe, chairman of the state 
board of public welfare commissioners, and 
Dr. Percival Bailey, director in Chicago of 
the Illinois State Psychopathic Institute. 


DEATHS 

Charles C. Barrett*, Princeton, who grad- 
uated at Rush Medical College in 1902, died 
May 27, aged 83. 

Eleazar S. G. Barron, Chicago, who gradu- 
ated at the University of San Marcos, Lima, 
Peru, in 1924, died June 25, aged 59. He was 
a professor in the Department of Medicine 
at the University of Chicago. 

Charles R. Curtiss, retired, Joliet, who 
graduated at Illinois Medical College in 1°09, 
died June 18, aged 78. He had practiced 
medicine in Joliet for 50.years. 

Harry Bacon Fitz Jerrell, retired, Ray- 
mond, who graduated at Northwestern Uni- 





*Indicates member of the Illinois State Medical Society. 
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versity Medical School in 1904, died in the 
Hillsboro Hospital, March 22, aged 86. 

Stephen Decatrr Hancock, Rosiclare, who 
graduated at St. Louis College of Physicians 
and Surgeons in 1908, died in the Harrisburg 
Medical Foundation, March 12, aged 78, of 
arteriosclerotic heart disease. 

Bernard T. Hoffman, retired, formerly of 
Chicago, who graduated at the Chicago Col- 
lege of Medicine and Surgery in 1912, died 
in his home in Glendora, Calif., July 6, aged 
84. 

Harvey C. Houser*, Westfield, who grad- 
uated at Bennett Medical College, Chicago, 
in 1914, died recently, aged 70. 

John Bertram Larsen*, Morris, who grad- 
uated at Rush Medical College in 1932, died 
March 18, aged 63, of cancer. He was a mem- 
ber of the staffs of the St. Joseph Hospital 
in Joliet and the Morris Hospital. 

Reuben L. Larsen, formerly of Evanston, 
who graduated at Northwestern University 
Medical School in 1916, died in Seattle, aged 
63. He was a lieutenant commander in the 
Navy in World War II. 

Carroll Francis Leonard*, East St. Louis, 
who graduated at St. Louis University 
School of Medicine in 1931, died March 19, 
aged 52. He was senior instructor in internal 
medicine at St. Louis University School of 
Medicine; chairman of the St. Clair County 


Tuberculosis Association; associate physi- 
cian, St. Mary’s Group of Hospitals, and 
director of the East Side Public Health Dis- 
trict. 

Dana Meade Littlejohn*, Pana, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1914, died March 14, aged 74, of 
gastric ulcer and general arteriosclerosis. He | 
was a member of the staff of the Huber — 
Memorial Hospital. 

Donald E. Maynard*, Glenview, who grad- ~ 
uated at Northwestern University Medical 
School in 1922, died June 17, aged 62. 

George Fenton Ritchey, Bushnell, who 
graduated at Washington University School 
of Medicine, St. Louis, in 1910, died March © 
8, aged 73, of coronary occlusion. 

Richard E. Valentine*, Quincy, formerly 
of Tallula, who graduated at Louisville Med- | 
ical College, Kentucky, in 1904, died June 13, 
aged 77. 

Isidor Walter, Chicago, who graduated at | 
St. Louis College of Physicians and Sur- 
geons in 1909, died January 9, aged 80. For — 
years he asociated with the © 


many was 


Lincoln State Hospital. 
Edward V. J. Young*, Chicago, who grad- | 


uated at Illinois Medical College in 1917, | 
died July 8, aged 72. 


*Indicates member of the Illinois State Medical Society. 
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